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The experience of being diagnosed with and treated for cancer is an extremely 
stressful experience for most individuals. Historically, the literature on stress and coping 
has focused on negative outcomes, such as depression and anxiety, in relation to one‘s 
experience with cancer. Under-represented in the literature has been a theoretical 
framework that examines positive and transformative experiences that may occur 
throughout the cancer experience. The current study assessed interpersonal variables that 
rarely have been investigated in relation to one‘s experience with cancer (i.e., received 
social support and unsupportive interactions) and their association with depressive 
  
symptoms, positive emotion, and posttraumatic growth in a sample of men and women 
recently diagnosed with cancer. The main research design was cross-sectional (although 
longitudinal analyses were conducted on an exploratory basis), and self-report data were 
collected from 60 participants who had been diagnosed with cancer on average 5.68 
months prior to data collection. Contrary to hypotheses, hierarchical regression equations 
indicated that received social support was not related to any of the outcome variables. 
However, unsupportive responses from a main support person were found to be 
significantly and positively related to participants‘ reports of depressive symptoms and 
posttraumatic growth within the context of their cancer experience. A major contribution 
of the present study is that it called attention to the importance of studying unsupportive 
interactions separately from social support. Moreover, this is the first study to investigate 
the relationship between unsupportive interactions and posttraumatic growth in a sample 
of recently diagnosed cancer patients. Findings were surprising in that the more 
unsupportive responses individuals with cancer received from a main support person, the 
more personal growth they reported.  The results from the present study have important 
research and clinical implications for understanding the relationship between 
unsupportive interactions and posttraumatic growth among men and women who have 
been diagnosed with cancer.   
Key words: posttraumatic growth, cancer, received social support, unsupportive 
interactions, meaning-based coping, positive reappraisal 
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Understanding Posttraumatic Growth Among Individuals with Cancer: The Role of 
Social Support and Unsupportive Interactions 
 
The experience of being diagnosed and treated for cancer is a tremendously 
stressful experience for most individuals. People with cancer need to be prepared to 
respond to any number of developing stressors or threats that could result from their 
disease. Initially, individuals who are diagnosed with cancer are likely forced to face their 
mortality while simultaneously attempting to comprehend large quantities of information 
and make important treatment decisions.  The American Cancer Society (2009) estimated 
that in 2006, 23% of all deaths in the United States resulted from cancer. It was projected 
that in 2009, 766,130 men and 713,220 women would be living with cancer in the United 
States. Moreover, the American Cancer Society (ACS) projected that men living in the 
United States today have a 1 in 2 chance of developing any type of cancer and women 
have a 1 in 3 probability of being diagnosed with the disease (ACS, 2009). Due to the 
many advances in prevention and treatment over recent years, the relative 5-year survival 
rate for all types of cancer improved from 50% in the 1970s to 66% as of 2004 (ACS, 
2009). This means that more men and women are living with cancer than ever before. 
The aforementioned statistics also indicate that more loved ones and caregivers are faced 
with trying to understand and respond to their loved one‘s experience with cancer than 
ever before.   
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 Individuals who experience severe stressors, such as being diagnosed with cancer, 
often report difficulty in their interpersonal relationships, disruptions in their basic life 
roles and goals, and discord within their previous belief and value systems. Researchers 
have found that cancer-related posttraumatic stress disorder (PTSD) has been reported in 
5-35% of cancer survivors, with avoidance and intrusive ideation being the most common 
symptoms reported (Kangas, Henry, & Bryant, 2005).  Several interpersonal correlates 
have been identified as related to increased risk of PTSD symptomatology following a 
cancer diagnosis, such as poor social support and high social constraints (e.g., 
Andrykowski & Cordova, 1998; Lepore & Helgeson, 1998; Manne et al., 1997).   
Historically, the literature on stress and coping has been focused on the negative 
outcomes of stressful life events. Under-represented in the literature has been a 
theoretical framework that examines positive emotions that can occur throughout the 
stress and coping process. Examining the positive side of trauma and chronic illness, such 
as meaning-based coping, benefit finding, and posttraumatic growth, is an emerging trend 
in the field of positive and health psychology (for review see Linley & Joseph, 2004). 
Moreover, although researchers and health care professionals have begun to appreciate 
the traumatic consequence of cancer, so too have they begun to investigate reports of 
personal growth following diagnosis and treatment for cancer (e.g., Stanton, Bower, & 
Low, 2006).  However, more exploration is needed to identify the pathways and cognitive 
processes that are associated with individuals‘ experience of positive outcomes after 
being diagnosed with cancer.  
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Personal resources, such as the support of a caregiver or loved one, have been 
found to be associated with better psychological adjustment to stress or illness (e.g., 
Helgeson & Cohen, 1996). In addition, social support has been associated with decreases 
in psychological distress during a traumatic or stressful time in one‘s life, such as coping 
with a recent cancer diagnosis (Helgeson, Snyder, & Seltman, 2004). However, the 
majority of research that has investigated social support and stress has focused on 
perceived social support. Perceived social support examines one‘s belief about how a 
loved one might react should support be needed. It seems then, that it also would be 
imperative to examine how the support one actually receives throughout one‘s experience 
with cancer is associated with a variety of psychosocial outcome variables (e.g., 
depressive symptoms, positive emotion, and posttraumatic growth).  
It is also important to acknowledge that not all support received from others is 
helpful. Indeed, sometimes even well-intentioned support can be perceived as unhelpful 
(Ingram, Betz, Mindes, Schmitt, & Smith, 2001). Unsupportive interactions have been 
found to be related to an increase in psychological distress and a decrease in 
psychological well-being among individuals with cancer (e.g., Figueiredo, Fries, & 
Ingram, 2004; Manne, Taylor, Dougherty, & Kemeny, 1997; Norton et al., 2005). 
Specifically, findings from studies examining women with breast cancer and men with 
prostate cancer suggest that unsupportive responses from others negatively impact 
psychological well-being (Figueiredo et al., 2004; Lepore & Helgeson, 1998). However, 
to date, little is known about how unsupportive responses from a main support person or 
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caregiver may influence levels of personal growth regarding one‘s experience with 
cancer.  
It has been well accepted in the stress and coping literature that a strong 
relationship exists between stressful or traumatic life events, such as being diagnosed 
with cancer, and psychological distress. However, as previously mentioned, it is possible 
that coping with cancer can be a transformative process as well. Researchers have started 
to examine the positive outcomes that potentially can arise from one‘s experience with 
cancer. Folkman (1997) added positive affect as an outcome to the highly regarded 
transactional model of stress and coping (Lazarus & Folkman, 1984). Folkman put 
forward that meaning-based processes, such as positive reappraisal, have the potential to 
influence psychological outcomes that one experiences throughout the stress and coping 
process. Positive reappraisal is a cognitive process for reframing a situation to see it in a 
more positive light. Positive reappraisal has been found to be most helpful in unalterable 
circumstances and has been significantly associated with increased positive emotion and 
personal growth (e.g., Moskowitz, Folkman, Collette, & Vittinghoff, 1996; Schulz & 
Mohamed, 2004; Sears, Stanton, Danoff-Burg, 2003). 
Tedeschi and Calhoun (e.g., 1996, 2004) hypothesized that posttraumatic growth 
is yet another outcome of the stress and coping process. Posttraumatic growth is defined 
as a positive psychological change that is experienced after one endures a significantly 
taxing life event, such as being diagnosed with cancer (Calhoun & Tedeschi, 2001). A 
growing number of studies have identified personal growth following being diagnosed 
with cancer, such as positive changes in relationships with others, spirituality, life 
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priorities, and sense of personal strength (e.g., Antoni et al., 2001; Fromm, Andrykowski, 
& Hunt, 1996; Manne, Ostroff, & Winkel, 2004; Schulz & Mohamed, 2004; Sears et al., 
2003; Widows, Jacobsen, Booth-Jones, & Fields, 2005). Researchers have attempted to 
identify correlates of posttraumatic growth; however, findings regarding potential 
correlates of personal growth have been inconsistent. The present study hypothesized that 
posttraumatic growth would be an additional outcome variable of Lazarus and Folkman‘s 
(1984) transactional model of stress and coping.  
The current study used the transactional model of stress and coping (Lazarus & 
Folkman, 1984; Folkman, 1997) as a framework for understanding the pathways that 
influence a variety of outcome variables (depressive symptoms, positive emotion, and 
posttraumatic growth) in a sample of men and women recently diagnosed with cancer. 
Specifically, it was expected that received support from a main support person would be 
associated with less psychological distress and greater positive emotion and posttraumatic 
growth among individuals recently diagnosed with cancer. Conversely, it was 
hypothesized that individuals who received greater levels of unsupportive responses 
about their experience with cancer would experience more depressive symptoms, less 
positive affect, and less posttraumatic growth. Last, the present study hypothesized that 
positive reappraisal coping would act as a mediator between social support and 
posttraumatic growth.    
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Literature Review 
Cancer Diagnoses and Survival Rates in the United States 
The National Cancer Institute (NCI) estimated that as of January 2005, over 11.1 
million Americans were living who had been diagnosed with cancer (American Cancer 
Society [ACS], 2009).  The American Cancer Society predicted that as of 2009 
approximately 1,439,350 people would be newly diagnosed with cancer (p. 1).  
Moreover, it has been projected that in 2009, over 1,500 people per day will die from 
cancer (ACS, 2009, p. 2).  On the other hand, even though cancer is the second most 
common cause of death in the United States, the 5-year relative survival rate for all 
cancer types has improved over recent years.  For instance, in the mid-1970s the 5-year 
survival rate for individuals diagnosed with any type of cancer was 50% (ACS, 2009).  
By the year 2003, the survival rate increased to 66% for newly diagnosed cancer patients 
(ACS, 2009).  The National Cancer Institute has estimated that there are more than 11 
million cancer survivors in the United States today, which is three times as many 
survivors as in 1970 (ACS, 2009).  This increase in survival rates means that more men 
and women are living with cancer than ever before.    
It is important to note however, that the occurrence and survival rates of 
individuals diagnosed with cancer vary as a function of individual and disease 
characteristics, such as age at diagnosis, stage of disease, or type of cancer.  For example, 
it is projected that in 2009 there will be 254,650 new cases of breast cancer (invasive and 
in situ; ACS, 2009).  It is estimated that 40, 610 individuals will die from breast cancer in 
2009.  The American Cancer Society (2009) indicated that death rates from breast cancer, 
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especially in women under the age of 50, have decreased significantly since 1990.  More 
specifically, since 1963 the 5-year relative survival rate of individuals diagnosed with 
breast cancer has improved from 63% to 89% today (ACS, 2009).   
Colorectal cancer is the third most common type of cancer in men and women 
today.  It was predicted that there would be a combined total of 146,970 individuals 
diagnosed with colon or rectal cancer in 2009 (ACS, 2009).  Although mortality rates for 
colorectal cancer patients have declined, even since 2002 (4.3% per year from 2002-
2005), it is still estimated that colorectal cancer accounts for 9% of all cancer deaths 
(49,920 deaths predicted in 2009; ACS, 2009).  The 5-year relative survival rate for 
individuals diagnosed with colon or rectal cancer is currently estimated at 64% (ACS, 
2009).   
In 2005, according to the Center for Disease Control and Prevention (CDC, 
2009), 75,144 women were told they had gynecologic cancer (i.e., cancer of the ovary, 
uterus, cervix, and vulva) and 27,259 women died from these types of cancer (CDC, 
2009).  An estimated 21,550 new cases of ovarian cancer were predicted to occur in 
2009, accounting for 3% of all cancers among women (ACS, 2009).  Ovarian cancer is 
the deadliest form of gynecologic cancer, accounting for more deaths than any other 
cancer of the reproductive system (ACS, 2009).  Survival rates of those diagnosed with 
ovarian cancer are highly variable depending on age at diagnosis.  For instance, women 
younger than 65 years old are two times as likely to survive 5 years after their diagnosis 
as those women who are 65 years and older (29% 5-year survival rate; ACS, 2009).  
Cervical cancer, on the other hand, has only 11,270 cases predicted to occur in 2009 and 
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tends to have a much better prognosis, compared to ovarian cancer (ACS, 2009).  There 
have been numerous advances in the treatment of pre-invasive lesions that can cause 
cervical cancer in recent years, such as treating lesions with electrocoagulation, 
cryotherapy, and laser ablation (ACS, 2009).  The 5-year relative survival rate of those 
diagnosed with cervical cancer is 71%, with 88% of individuals surviving 1 year after 
diagnosis (ACS, 2009).   
Although, like many other types of cancer, there has been a decline in mortality 
rates among individuals with lung cancer, this disease continues to account for the most 
cancer deaths among men and women, comprising 29% of all cancer-related deaths 
(ACS, 2009).  The American Cancer Society (2009) predicted that there would be 
approximately 219,440 new cases of lung cancer in 2009.  Due to improvements in 
surgical techniques and adjuvant therapies, the 1-year survival rate for lung cancer 
patients has increased from 35% (between 1975-1979) to 41% (2001-2004; ACS, 2009).  
Unfortunately, when examining all stages of lung cancer the 5-year survival rate is 
estimated at only 15% (ACS, 2009).   
Although the American Cancer Society (2009) has indicated that the overall 5-
year relative survival rate for individuals diagnosed with any type of cancer has risen to 
66% as of 2003, the actual survival rate for such individuals varies as a result of 
individual and disease characteristics (e.g., type of cancer, stage of cancer, age at 
diagnosis).  It would be beyond the scope of this dissertation to detail every characteristic 
(e.g., cancer type, prognosis, gender) that may influence an individual‘s quality of life or 
survival after being diagnosed with cancer.  However, the aforementioned variables allow 
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the reader to grasp a sampling of differences that exist in survival rates among individuals 
diagnosed with different types of cancer.  Although we cannot deny that individuals have 
very different experiences based on their individual and disease characteristics, it is 
important to note that research has indicated that most often it is not such objective 
indicators that influence how someone may cope with a cancer diagnosis; rather it is their 
subjective experience that predicts overall adjustment (e.g., Cordova et al., 2007). 
Cancer and Stress 
Individuals diagnosed with a life threatening illness such as cancer experience a 
highly stressful, even traumatic, life experience.  Research has indicated that people who 
are diagnosed with cancer are confronted with a number of significant challenges.  First, 
the individuals must reflect on their mortality while they simultaneously attempt to 
understand a substantial amount of difficult information related to their diagnoses.  Next, 
many cancer patients are asked to make complicated and frightening decisions regarding 
treatment for their disease.  Most individuals diagnosed with cancer will undergo some 
form of treatment, such as surgery, chemotherapy, radiation, and/or hormone therapy.  
Treatment for cancer has the potential to be extremely strenuous (Carboon, Anderson, 
Pollard, Szer, & Seymour, 2005).  Side effects from treatment vary and can include 
appetite changes, bleeding, constipation and/or diarrhea, fatigue, hair loss, infertility, 
nausea and/or vomiting, pain, changes in mental status and cognitive functioning, 
infection, as well sexual changes and difficulties (ACS, 2009).  Surgery as a form of 
treatment has the potential to be painful and potentially disfiguring, whereas radiation 
therapy has been shown to cause considerable fatigue and further precipitate a disruption 
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of life events (Cordova & Andrykowski, 2003).  Chemotherapy is known to cause 
nausea, vomiting, hair loss, and fatigue, to name just a few common side effects.  A 
cancer diagnosis can also lead to challenges in one‘s social and cognitive realms.  For 
instance, being diagnosed with cancer often causes responses of unwanted pity from 
friends and family (Reynolds & Lim, 2007).  Moreover, those diagnosed and treated for 
cancer must live with the very real threat of disease recurrence.  Additionally, individuals 
with cancer might face financial difficulties, occupational concerns, and sexual 
dysfunction (ACS, 2009).   
 Although there has been a shift in research aimed at understanding and 
emphasizing the prevention, early detection, and treatment for those diagnosed with 
cancer (ACS, 2009), there is a gap in the literature about the quality of life of those who 
have been diagnosed with various cancer types, such as colon or rectal cancers, 
gynecological cancers, head and neck, or lung cancer.  Instead, most research related to 
cancer survivorship has focused on women with breast cancer (see Aziz, 2002, for a 
review). 
It is evident that being diagnosed with cancer can cause an individual a great deal 
of distress.  Although living with cancer is a tremendous stressor, individuals have been 
able to identify positive outcomes from their experience as well.  Until the past decade, 
most research on the stress and coping process has focused on negative outcomes.  
Under-represented in the literature was a theoretical framework that examined positive 
emotions that can occur throughout the stress and coping process.  Examining the 
positive sides of trauma, such as benefit finding and posttraumatic growth, is an emerging 
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trend in the field of positive psychology (e.g., Sears, Danoff-Burg, & Stanton, 2003).  
However, more exploration is needed to identify the pathways and cognitive processes 
that lead some individuals to experience such positive outcomes. 
Transactional Model of Stress and Coping 
  Lazarus and Folkman (1984) proposed a multidimensional cognitive theory of 
stress and coping (see Figure 1).  They described the process as transactional, meaning 
that it explains stress and coping as a function of the interaction between the person and 
his/her environment.  This theoretical framework is widely cited and has been applied in 
a vast amount of research regarding the stress and coping process, and is the basis from 
which the current study was conducted.  Lazarus and Folkman‘s theory posits that the 
way an individual appraises an event is fundamental in determining both the magnitude 
of the stress response as well as the type of coping strategy one will use to manage the 
stressor.   
  
Event
Threat
Challenge
Harm
Benign
Irrelevant
Problem
Focused
Emotion
Focused
Favorable
Resolution
Unfavorable
Resolution
No Resolution
Positive 
Emotion
Distress
Appraisal       Coping       Event Outcome   Emotion Outcome
 
Figure 1.  Lazarus and Folkman (1984) transactional model of stress and coping.  
Adapted from Folkman (1997).   
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The first step in the stress and coping process is to appraise the transaction.  
Folkman and Lazarus (1991) described two types of appraisal.  During primary appraisal, 
one determines whether a stressful event signifies a harm/loss, a threat, or challenge.  
Perceiving an event as harmful indicates damage or injury that already has taken place.  
For instance, if one has lost a breast due to a mastectomy from having cancer, the event is 
likely to be appraised as harmful.  Appraising a transaction as a threat denotes a stressor 
that has the potential to produce harm or loss.  A cancer diagnosis, for example, could be 
perceived as a threat with the possibility of death as the loss one could potentially face.  
A challenge, on the other hand, refers to the possibility of growth, mastery, or gain.  For 
example, an individual who is in remission from cancer might be told that the best way to 
continue living a cancer-free life is to change his/her eating habits, quit drinking alcohol, 
refrain from smoking cigarettes, and implement an exercise regime.  Primary appraisal 
asks the question, ―What do I have at stake in this encounter?‖ (Folkman & Lazarus, 
1991, p. 210).  The answer to this question will contribute to the intensity and quality of 
one‘s emotional response.     
Once an individual has determined whether a stressful event represents a loss, a 
threat, or a challenge, secondary appraisal asks the questions, ―What can I do? What are 
my options for coping? How will the environment respond to my actions?‖ (Folkman & 
Lazarus, 1991, p. 211).  The answers to these questions will determine the kind of coping 
strategy that will be used.  Last, appraisals are influenced by personal attributes such as 
motivation, beliefs about oneself and the world, health, energy, personal resources, and 
characteristics of hope and optimism.  Individual personal characteristics can help explain 
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why some people appraise similar situations in different ways.  Once the transaction 
between the person and the environment has been perceived as stressful (threat, 
challenge, harm) the individual moves to the next step of the process, which is coping 
(Folkman & Lazarus, 1991).   
Coping, as defined by Folkman and Lazarus (1991), refers to cognitive and 
behavioral efforts to master, reduce, or tolerate the internal and/or external demands 
created by the stressful transaction.  The process of coping is ultimately different than the 
outcome.  For example, developing a positive attitude is a form of coping, regardless of 
whether or not the stressful situation is resolved.  Folkman and Lazarus (1991) described 
two forms of coping: problem-focused coping and emotion-focused coping.  Problem-
focused coping typically occurs when the outcome of a stressful event is perceived as 
open to change.  For example, a physician might tell his/her patient that he/she is 
overweight, thereby at risk for heart problems.  The patient then might map out a plan of 
action including dieting, exercise, and monthly weight loss goals, thereby altering the 
situation (being overweight) that is causing distress.  Individuals who perceive a stressful 
event as a challenge often engage in problem-focused coping.  This process involves 
interpersonal as well as problem-solving skills.  Emotion-focused coping, on the other 
hand, is generally used when an outcome is appraised as unchangeable.  If one is 
diagnosed with a terminal illness, for example, the primary type of coping used would 
likely be emotion-based.  Instead of trying to alter the situation, one tries to manage the 
distress caused by the stressor.   
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Folkman and Lazarus (1991) described three possible ways in which change is 
brought about by using problem-focused and emotion-focused coping.  The first, coined 
―deployment of attention,‖ refers to coping that averts attention from (avoidant coping), 
or draws attention to (vigilance coping), the source of distress.  The second way change is 
typically brought about is through changing the subjective meaning or significance of a 
person-environment transaction.  This is a cognitive type of coping activity that might 
range from denial to positive reappraisal (e.g., when one looks for the good in a difficult 
situation).  Folkman and Lazarus described the third way change is brought about as 
changing the actual terms of the person-environment relationship.  One would engage in 
problem-focused coping as an attempt to employ this strategy by focusing on cognitive 
problem-solving as well as taking direct action on the environment and/or oneself.  
Coping is a multi-dimensional process.  One might fluctuate between using emotion-
focused and problem-focused coping and even use both forms simultaneously (Folkman 
& Lazarus, 1991). 
 The last pathway Lazarus and Folkman (1984) described is the event outcome that 
results from the coping process.  If one reaches a favorable resolution, positive emotion is 
produced, resulting in an end to coping.  However, when there is no resolution or an 
unfavorable resolution is produced, as in the case of chronic illness, one will experience 
distress and continued coping.  Emotion is produced and changed throughout the 
progression of stress and coping.  Affect can shift depending on how the individual acts 
and thinks during his/her person-environment encounters and even between these 
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encounters.  Emotion and coping tend to be characterized by a large degree of variability 
within (and between) individuals.   
Coping has been described by Folkman and Lazarus (1991) as a mediator of 
emotional response.  The process begins with a transaction that is appraised as significant 
for one‘s well-being.  This appraisal then influences coping which, in turn, changes the 
person-environment relationship, thereby altering the emotional response.  However, it is 
important to remember that this is a transactional process.  The process of coping is not 
always sequential in time and one may engage a variety of coping strategies throughout 
the process.   
Positive Psychological States in the Stress and Coping Process 
The original model proposed by Lazarus and Folkman (1984) failed to take into 
account positive psychological states.  Even in the most stressful of life experiences, 
people can experience positive emotion (Folkman, 1997).  In order to examine the coping 
process more systematically, it is important to see where and how positive psychological 
states fit into this model and the processes that lead to positive emotion.   
 Folkman (1997) added three pathways to the original model (see Figure 2).  The 
first pathway leads from event outcome and distress to meaning-based coping.  Meaning-
based processes are psychological states that individuals use to cope with a stressor.  
Folkman (1997) described meaning-based coping as activating beliefs, values, or goals 
that aid in finding positive significance amidst stressful events.  Lewis (1989) found that 
the meaning individuals with cancer created was positively associated with their 
psychological well-being.  An integral part of coping with cancer is being able to retain a 
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sense of meaning that does not destroy one‘s identity and that also gives the individual a 
sense of self-worth (Fife, 1995).  Folkman (1997) described four types of meaning-based 
processes, the first of which is revising one‘s goals.  This is a problem-focused type of 
coping used to give one a sense of purpose and control, thereby bringing meaning to the 
process.  The second type of meaning-based coping described is activating spiritual 
beliefs and experiences, which is hypothesized to give one existential meaning.  
Experiencing positive events, even unrelated to the stressor, such as a beautiful sunset or 
even a delicious sandwich, is a third way to bring meaning to a negative life  
event (Folkman, 1997). 
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Figure 2.  Folkman‘s (1997) revised transactional model of stress and coping, with the 
addition of meaning-based coping and positive emotion.   
 
Last, Folkman (1997) described positive reappraisal as a fourth form of meaning-
based coping.  Positive reappraisal is a cognitive process for reframing a situation to see 
it in a more positive light.  This type of reappraisal can be applied to even the bleakest of 
stressful encounters and can be used throughout the encounter.  Positive reappraisal, or 
reinterpretation, might be most helpful in unchangeable stressful encounters, such as the 
diagnosis of cancer (Schulz & Mohamed, 2004).  Positive reappraisal has been found to 
be significantly and independently associated with an increase in positive affect 
(Moskowitz et al., 1996), and is the specific type of meaning-based coping that is the 
focus throughout the remainder of this literature review.   
Collins, Taylor, and Skokan (1990) posited that those who engage in both active 
coping and positive reappraisal when coping with a stressful life event, will be more 
likely to make a positive schematic change.  Positive reappraisal suggests an active and 
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intentional attempt to search for positive meaning (Sears et al., 2003).  In a longitudinal 
study of women with early stage breast cancer (Stage I and II), Sears and colleagues 
found that positive reappraisal was a significant and unique predictor of positive emotion.  
The more patients engaged in positive reappraisal regarding the stressor at the start of the 
study (M = 28.47 weeks after diagnosis; SD = 13.38), the higher they scored on measures 
regarding positive emotion 3 and 12 months later (Sears et al., 2003).  Additionally, in a 
study of individuals diagnosed with a variety of types of cancer (most common being 
breast, colon, lung, prostate, and lymphoma), Fife (1995) found that those who used 
positive focusing as a coping mechanism found positive meaning in regards to their 
illness.  A more recent study examined psychological adjustment longitudinally among a 
group of men and women who were diagnosed with a malignant tumor.  The most 
common tumors were present in the colon, rectum, liver, stomach, and gall bladder, 
which were then surgically removed.  The authors found that individuals who used 
meaning-focused coping (defined as positive reinterpretation and acceptance coping) 1 
month after surgery, felt significantly better both emotionally and socially 6 months post-
surgery (Boehmer, Luszczczynska, & Schwarzer, 2007).   
 The second pathway Folkman (1997) added to the original model of coping was 
positive affect.  In addition to the outcome of negative affect presented in Lazarus and 
Folkman‘s original model (1984), positive affect has also been reported as an outcome of 
stressful experiences, such as a diagnosis of cancer.  This pathway is primarily emotion 
focused.  It describes coping as a response to distress rather than a response to the 
conditions that created the distress.  Folkman created this pathway as a result of her 
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findings that positive and negative affect can co-occur in highly stressful situations, and 
do so in a regular pattern.  Caregivers of patients with AIDS reported high levels of both 
negative and positive psychological states regarding the circumstances of caregiving and 
bereavement (Folkman, 1997).  Similarly, in a sample of individuals undergoing bone 
marrow transplantation, Androwski and colleagues (1993) found that individuals were 
likely to report positive affect (namely improved relationships and better outlook on life) 
as well as increased anxiety and difficulty with planning for their future.  This co-
occurrence could imply a functional relationship between negative and positive emotion.  
For example, negative affect could be used as motivation to search for positive meaning 
in order to gain relief or to take a break from the stressor and replenish one‘s resources 
(Folkman, 1997).   
 The final pathway Folkman (1997) added leads from positive psychological states 
back to appraisal and coping.  The coping process that started the positive psychological 
states could aid in sustaining renewed problem- and emotion-focused coping in handling 
the stressor.  The overarching theme of Folkman‘s new model is the process of searching 
for and finding positive meaning in the midst of stressful life circumstances.   
Posttraumatic Growth  
 Although many negative emotions might surround a stressful life event such as 
the diagnosis of cancer, the struggle one faces in trying to cope with such an experience 
can result in positive views of oneself and a greater appreciation for one‘s life.  Through 
the process of coping with a traumatic event, changes can occur which have the potential 
to move an individual to a higher level of functioning than originally existed before the 
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event (Linley & Joseph, 2004).  It has been demonstrated previously that positive affect 
can be a result of a stressful experience (Folkman, 1997).  Derived from Folkman‘s 
revised transactional model, the current study proposed that posttraumatic growth is an 
additional outcome of the stress and coping process in persons with a diagnosis of cancer.   
Posttraumatic growth defined.  Calhoun, Cann, Tedeschi, and McMillan (2000) 
defined posttraumatic growth as ―the experience of a significant positive change arising 
from the struggle with a major life crisis‖ (p. 521).  Having to face one‘s mortality can 
cause an individual to reevaluate and redefine his or her life goals and priorities.  Such a 
reevaluation can then lead to a greater investment in life, spirituality, and personal 
resources, as well as a better appreciation for interpersonal relationships (Tedeschi & 
Calhoun, 1995).  According to Tedeschi and Calhoun (2004), there are five domains of 
growth:  changed priorities and a greater appreciation of life, more meaningful 
interpersonal relationships, an increased sense of personal strength, new life possibilities, 
and an increase in spirituality.   
After a life crisis many people will express a change in their priorities and a 
greater appreciation for life.  A greater appreciation for life and what it has to offer could 
be a result of meaning-based coping, particularly reframing negative events to find a 
―light at the end of the tunnel.‖ Tedeschi and Calhoun (2004) hypothesized that after a 
trauma such as a cancer diagnosis, people might change their priorities to include the 
―smaller things in life,‖ much like Folkman (1997) hypothesized that paying attention to 
positive events (such as a beautiful sunset) would lead to positive affect.  Another 
dimension of posttraumatic growth is the development of more meaningful and intimate 
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relationships with others.  For instance, Zoellner and colleagues (2006) quoted a bereaved 
wife who stated in a therapy session, ―… his death taught me to be more appreciative of 
the little gifts in life.  I am more thankful than before of what others do for me, like the 
support that is brought to me by my friends and family‖ (p. 640).  In Tedeschi and 
Calhoun‘s (2004) model, an increased sense of personal strength is another facet of 
posttraumatic growth and is often expressed by a change in identity.  Increased personal 
strength can be experienced when an individual overcomes a traumatic event.  This may 
lead one to the realization that because the event was survived, one also possesses the 
strength to overcome future difficulties.  Posttraumatic growth is also evidenced by the 
development of new possibilities, or a change in life goals.  For example, a cancer 
survivor might volunteer for events with the American Cancer Society, or serve on the 
newly popularized Stand up 2 Cancer campaign.  Cyclist Lance Armstrong, for instance, 
started the ―LiveStrong‖ campaign after his struggle with cancer, in an effort to raise 
money to find a cure.  This certainly demonstrates a shift in his pre-cancer life goals.  
Last, some individuals experience spiritual or existential growth.  Some people may 
become more active in their religion while others might tackle existential questions, such 
as the meaning of life.   
Although the five domains of growth proposed by Tedeschi and Calhoun (2004) 
cover a wide breadth of possibilities, they do not constitute an exhaustive list (McMillen, 
2004).  For example, positive health behavior change was named as one of the greater 
areas of growth by people living with AIDS (Siegal & Schrimshaw, 2000).   McMillen 
(2004) noted in his work with adversity survivors that other positive changes exist after 
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trauma, such as financial gain, increased self- knowledge, resisting alcohol and drug use, 
and even finding a spouse.  Janoff-Bulman (2004) suggested that psychological 
preparedness is yet another facet of posttraumatic growth not covered in Tedeschi and 
Calhoun‘s model.  Psychological preparedness represents the idea that a trauma survivor 
will be both better prepared for future trauma and less traumatized by such tragedy.  It is 
clear that Tedeschi and Calhoun‘s five domains of growth are in some ways limited and 
other areas should be taken into consideration when attempting to measure posttraumatic 
growth.  The overall message, however, is that out of some kind of loss, it is possible to 
find some kind of gain.  This is consistent with Folkman‘s (1997) revised model of stress 
and coping in that it is possible to find meaning amongst stressful life experiences.   
 One basic question about posttraumatic growth is whether it represents a real 
outcome from trauma or a ―positive illusion‖—a defense mechanism created to offset 
distress (McFarland & Alvaro, 2000; Taylor & Armor, 1996; Taylor, Kemeny, & Reed, 
2000; Tomich & Helgeson, 2004). In addition, some researchers have argued that 
posttraumatic growth is simply a product of ―self-enhancing cognitive biases‖ (Hobfoll, 
Hall, Canetti-Nisim, Galea, Johnson, & Palmieri, 2007).  However, consistent with 
Folkman‘s (1997) work on positive affect, Tedeschi and Calhoun (2004) clarified that 
posttraumatic growth is not simply the end result of a traumatic event or a product of 
social desirability and denial.  Traumatic events are typically followed by distress.  In 
many life crises people experience intense sadness and depression, and sometimes even 
guilt and anger.  However, it is possible for posttraumatic growth to occur alongside 
these negative reactions.  
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Calhoun and Tedeschi (2004) have found, like Folkman (1997), that personal 
distress and growth often occur simultaneously after a major life crisis.  It is important to 
note that Tedeschi and Calhoun did not contend that personal growth functions as a 
means for offsetting the psychological distress that may occur as a result of trauma. 
Rather, the authors recognized that individuals who experience personal growth also 
likely experience negative aspects of the trauma, including psychological distress. 
Moreover, several researchers found no relationship between reports of psychological 
distress and posttraumatic growth among individuals diagnosed with cancer (e.g., 
Cordova et al., 2001; Schroevers & Teo, 2008; Widows et al., 2005).  The experience of 
both growth and distress suggests that growth is not simply a self-protective strategy.  
Similarly, Tedeschi and Calhoun (2007) posited that reports of personal growth are not 
related to social desirability. In fact, previous research has indicated that individuals may 
tend to underreport personal growth after a major life stressor  and that personal change 
after a traumatic event does not suggest individuals are engaging in denial (Dohrennwend 
et al., 2004; Smith & Cook, 2004).  
Posttraumatic growth framework.  Posttraumatic growth describes the part of a 
person‘s development that has exceeded his or her baseline prior to the struggle with 
trauma.  It may be necessary for an individual to appraise an event as a significant threat 
and to question his or her basic schemas in order to experience significant growth.  
Tedeschi and Calhoun (2004) posited that it is the very struggle with trauma that is 
necessary for posttraumatic growth to transpire; one‘s established schemas become 
altered in the face of crisis.  As Lazarus and Folkman‘s (1984) transactional model of 
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stress puts forward, individuals can appraise a stressful event as harm, a threat, or a 
challenge.  Higher levels of perceived threat and harm have been found to be associated 
with greater levels of adversarial growth (Linley & Joseph, 2004).  Perhaps in the 
aftermath of trauma, individuals move from appraising their life crisis as harmful or as a 
threat to appraising it as a challenge and an opportunity for growth.   
Tedeschi and Calhoun (2004) proposed a basic framework for understanding the 
process by which some individuals experience posttraumatic growth after a traumatic 
event.  The ―assumptive world‖ is defined by Parkes (1971) as ―including everything we 
know or think we know‖ in regards to the world in which we live (p. 103).  This 
assumptive world provides us a framework in which we operate; it encompasses our 
beliefs and our schemas.  Many times this assumptive world is shattered, or at the very 
least, severely questioned, when one experiences a traumatic event, such as being 
diagnosed with cancer.  Tedeschi and Calhoun (2004) defined a psychologically 
―seismic‖ event as one that ―severely shakes, threaten[s], or reduces to rubble‖ an 
individual‘s assumptive world (p. 5).  In such a case, the basic parts that make up this 
world are challenged; for instance, its kindness, controllability, or safety; one‘s sense of 
self; and the future.  Oftentimes when one is faced with the diagnosis of cancer and the 
possibility of major life changes, even death, a person‘s fundamental beliefs in his or her 
world become forever altered.  It is the individual‘s capacity to work through this new 
reality after a trauma that will predict whether any growth occurs.    
Tedeschi and Calhoun (2004) contend that it is not the event itself that 
precipitates growth; rather, it is the internal struggle with the event.  After any kind of 
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trauma an individual is likely to experience a significant amount of suffering.  In other 
words, growth is not the direct outcome of trauma.  The event must be ―seismic‖ enough 
to challenge one‘s basic assumptions of his or her world.  For many individuals, being 
diagnosed with cancer has the potential to be a serious life stressor and traumatic event.  
In a review article discussing posttraumatic growth and cancer, Sumalla, Ochoa, and 
Blanco (2009) contend that ―the very nature of cancer places it as a chronic extreme 
event in clinical and conceptual terms‖ (p. 32).  The authors argue that the very 
characteristics that accompany having cancer justify categorizing the disease as a chronic 
stressor.  Such characteristics, which have commonalities with typical posttraumatic 
stress disorder (PTSD) symptoms, include: the struggle with identifying a sole stressor 
(as being diagnosed with cancer is multifaceted); fears focused on the future; traumatic 
memories of the past (e.g., diagnosis day, treatment); difficulty identifying the beginning 
and end of the crisis; and lack of perceived control.   
The empirical literature also supports the contention that being diagnosed with 
cancer has the potential to be a significant and traumatic event.  For instance, in a study 
of women with breast cancer, 66% indicated that they perceived their experience with 
cancer as life threatening, and just fewer than 60% noted they felt fear, helplessness, or 
horror (Zoellner & Maercker, 2006).  Additionally, Sears et al. (2003) found that on 
average the women with breast cancer who participated in their study described their 
experiences with cancer as ―moderately‖ to ―very‖ stressful.  Sumalla, Ochoa, and 
Blanco (2009) attempted to differentiate more ―acute‖ trauma from cancer-related trauma 
in their review of posttraumatic growth.  For instance, the authors posited that rather than 
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experiencing flashbacks of a traumatic event (as we would expect to see in those 
suffering from more typical PTSD), individuals diagnosed with cancer experience a 
―fracturing in future memories,‖ resulting in an inability to imagine themselves as a 
future person (e.g., wife, teacher, mother), thereby causing increased distress (p. 26).  
When this type of seismic event occurs one typically begins the cognitive processes that 
are imperative for growth to occur, although not everyone who experiences trauma also 
experiences growth.   
It is also important to note that one‘s subjective experience of trauma is more 
telling regarding the potential for growth compared to other objective indicators.  For 
example, Cordova et al. (2007) found no relationship between objective measures such as 
cancer severity, type of treatment, or stage of cancer, and posttraumatic growth.  
Moreover, in another study of women with breast cancer, Cordova and colleagues (2007) 
reported that the individual‘s perception of cancer as a traumatic experience was a unique 
positive predictor of posttraumatic growth.  This finding supports Calhoun and 
Tedeschi‘s hypotheses that distress (and working through that distress) is critical in 
eventually achieving personal growth.  Consistent with Folkman‘s (1997) model of stress 
and coping, the way in which individuals respond to being diagnosed with cancer, and 
cope with having cancer, seems to have less to do with objective characteristics of the 
situation and is more strongly associated with the way in which individuals perceive their 
diagnosis (e.g., controllability, threat) and the interpersonal environment in which they 
confront their diagnosis (e.g., Harper et al., 2007).   
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 In the aftermath of trauma, most individuals will find themselves trying to 
manage their distress.  Cognitive restructuring can be a long process and one that might 
ultimately lead to growth.  Soon after the trauma has occurred one might engage in 
intrusive automatic cognitive processing in which negative thoughts and images 
regarding the event occur (Tedeschi & Calhoun, 2004).  Rumination, as typically thought 
of, is a process in which one thinks over the trauma and similar events (Calhoun & 
Tedeschi, 1998).  Tedeschi and Calhoun contend that this negative type of rumination can 
lead one to disengage from pre-trauma goals and beliefs in the world.  When rumination 
remains intrusive, negative, and continuous for a long period of time, growth is not 
expected (Calhoun, Cann, Tedeschi, & McMillan, 2000).  However, as time passes it is 
possible that distress could lead to an increase in a more adaptive type of cognitive 
processing.  This could then cause one to separate him- or herself from the old schemas 
and ways of life and begin to restructure the world in which he or she lives, thereby 
leading to growth.  Calhoun and Tedeschi (1998) describe this process as constructive 
rumination and contend it is necessary for growth to occur.  Rumination of this type 
attempts to settle the incongruity between one‘s pre-trauma life and one‘s post-trauma 
reality.  Early event-related rumination that is not solely negative was found to be related 
to growth (Calhoun, Cann et al., 2000).  Calhoun, Cann et al. (2000) found that greater 
rumination early after the traumatic experience predicted more posttraumatic growth in 
students who had experienced a major traumatic event in the past 3 years.  Furthermore, 
Nolen-Hoeksema and Davis (2004) reported that adult bereaved participants in their 
study who engaged in more ―reflective‖ rumination reported significantly greater use of 
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reappraisal and problem-solving coping.  Reflective rumination was also significantly 
related to finding benefit in the bereavement experience (Nolen-Hoeksema & Davis, 
2004).   
Often, rumination involves work with grief.  After any type of trauma there is 
typically some kind of loss, whether it is a death, loss of friendship(s), a physical 
impairment, or even the loss of one‘s sense of self.  Constructive rumination involves 
using coping, such as positive reappraisal, to discover new ways to move forward in spite 
of such a loss (Calhoun & Tedeschi, 1998).  Tedeschi and Calhoun (2004) hypothesized 
that between automatic cognitive processing and posttraumatic growth, individuals who 
have experienced trauma will engage in deliberate cognitive processing involving 
disengagement from previous goals (pre-trauma) and reconstruction of new schemas and 
life goals (post-trauma).  For example, Sears et al. (2003) found that time since diagnosis 
and perceived cancer stress significantly predicted posttraumatic growth in women with 
breast cancer.  Specifically, the longer time since the women in this study had been 
diagnosed with breast cancer (as measured at Time 1) and the more stress they 
experienced as a result of having cancer, uniquely predicted an increase in posttraumatic 
growth 1 year later.  This finding supports Tedeschi and Calhoun‘s (2004) model.  It 
takes time for an individual to cognitively work through and ruminate over the trauma 
before growth occurs.  In addition, the event must be seismic enough to cause such 
rumination and facilitate schematic change.  Furthermore, Folkman (1997) found that the 
caregivers of AIDS patients experienced at least as much positive affect as negative 
affect, with the exception of the time close to their partner‘s death.  One possible 
 29 
explanation for the decrease in positive affect so close to a loved one‘s death could be 
that the caregivers needed time to process and make meaning out of such a tragedy. 
 Tedeschi and Calhoun (2004) also emphasized the importance of social support in 
aiding posttraumatic growth.  The use of narratives or story telling by the trauma survivor 
is seen as important in promoting growth because by telling his or her story the survivor 
must face the event and its meaning.  Perhaps narratives help the survivor to reconstruct 
meaning in his or her own life.  McMillen (2004) criticized Tedeschi and Calhoun for 
overemphasizing cognitive processing, specifically deliberate rumination and narrative 
building, in aiding posttraumatic growth.  Although rumination may help revise one‘s 
schemas, it does not always progress in a direct and observable manner.  McMillen 
suggested for example, that supportive others might remind the trauma survivor of the 
value of friendship and family, which is also a domain of growth Tedeschi and Calhoun 
proposed.  For instance, those who are supportive and compassionate might remind the 
survivor that despite what the survivor has been through, there is good in the world.  
There are a variety of other pathways through which social support can lead to growth, 
and exploring one‘s life narrative is merely one.  Other pathways that involve social 
support require further investigation, which was an important component of the present 
study.   
Posttraumatic growth among individuals with cancer.  The empirical literature 
suggests that between 60-90% of cancer survivors report positive change and growth 
resulting from their experiences (e.g., Collins, Taylor, & Skokan, 1990; Cordova et al., 
2007; Fromm, Andrykowski, & Hunt, 1996; Petrie, Buick, Weinman, & Booth, 1999).  In 
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a longitudinal study of women with Stage I or Stage II breast cancer, Sears et al. (2003) 
found that 83% of the women reported at least one benefit from their cancer experience, 
most commonly relating to others.  Moreover, positive reappraisal coping, as measured at 
the start of the study (M = 28 weeks after diagnosis; SD = 13.38), predicted 12-month 
posttraumatic growth after controlling for time since diagnosis, perceived cancer stress 
and health, and positive mood.  However, that the majority of women who participated in 
Sears et al.‘s study were Caucasian (87%), relatively young (M = 51.57 years old; SD = 
10.33), and highly educated (M = 15.1 years; SD = 3.00).  These limitations make it 
difficult to generalize the findings to less educated and more ethnically diverse 
individuals with cancer.  Similar to Sears and colleagues‘ research, Bellizzi and Blank 
(2006) studied posttraumatic growth cross-sectionally in a sample of women with breast 
cancer.  In this sample, the majority of women were diagnosed with Stage I or II breast 
cancer, were Caucasian, and also well-educated (60% attended college).  Women 
recruited for the study had been diagnosed with breast cancer 1-4 years earlier.  Bellizzi 
and Blank contended that in accordance with Tedeschi and Calhoun‘s (1996) model of 
posttraumatic growth, enough time must elapse to allow women to ruminate and 
cognitively work through being diagnosed with cancer.  The authors found that adaptive 
coping, including positive reinterpretation, explained the most variance in the women‘s 
reports of personal growth.  Specifically, those women who reported engaging in more 
active coping also had a greater appreciation for life, explored more new life possibilities, 
and had better relationships with others.  Similarly, in a cross-sectional study designed to 
understand posttraumatic growth in a Malaysian sample of individuals diagnosed with 
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cancer, Schroevers and Teo (2008) found that participants reported experiencing a 
moderate to great degree of posttraumatic growth.  Specifically, participants reported 
experiencing 17 out of the 21 items on the Posttraumatic Growth Inventory (PTGI; 
Tedeschi & Calhoun, 2004) at a moderate to great degree, and the most common domain 
was a greater appreciation of life.  Congruent with earlier findings from Sears et al. 
(2003), Schroevers and Teo (2008) found that positive reframing as measured by the 
positive reappraisal subscale of the COPE inventory (Carver, Scheier, & Weintraub, 
1989) was significantly and positively associated with posttraumatic growth.   
Thornton and Perez (2005) further expanded the field of research on 
posttraumatic growth and cancer by attempting to understand the mechanisms of personal 
growth in a sample of men with prostate cancer and their partners.  Men‘s coping 
strategies 1 year after surgery for prostate cancer were assessed in relation to personal 
growth also 1 year after surgery.  The authors found that when men coped with their 
cancer diagnosis by using emotional support and positive reappraisal coping (both 
assessed with subscales of the Brief COPE; Carver, 1997) they were significantly more 
likely to experience personal growth.  Furthermore, positive reframing and using 
emotional support continued to contribute to a significant amount of variance in men‘s 
reports of growth even after controlling for pre-surgery variables such as cancer-related 
stress and negative affect.  It is possible that in this sample of men, using the emotional 
support available to them provided an opportunity to positively restructure the way they 
thought about their cancer experiences.  However, the relationship between emotional 
support and positive reappraisal was not examined, and warrants future research.  Could 
 32 
it be possible, for instance, that when one has received more emotional support one is 
more likely to engage in positive reappraisal? Additionally, similar to Sears et al. (2003) 
and Belizzi and Blank‘s work,  the sample of men with prostate cancer is restricted in that 
82% of men had college or advanced degrees and 90% were Caucasian, again making it 
difficult to generalize the findings to a more diverse population.  The changes in 
posttraumatic growth in the aforementioned studies could be related to the cognitive 
restructuring that Tedeschi and Calhoun (2004) hypothesized takes place after a traumatic 
event and/or the meaning-based coping process that Folkman (1997) suggested leads to 
positive affect.  The results from these studies suggest that the effortful use of positive 
reappraisal as a means of coping with a cancer diagnosis is one route to the manifestation 
of personal growth.  However, to date, no studies have examined the factors that may 
lead some individuals to engage in positive reappraisal about their cancer diagnosis while 
others do not.   
 Cordova and colleagues (2001) reported that compared to a healthy age-matched 
control group, women diagnosed with Stage I-III breast cancer experienced a 
significantly greater amount of posttraumatic growth.  Specifically, the women with 
breast cancer scored higher on measures of relating to others, spiritual change, and 
appreciation of life.  Among the women with breast cancer, a greater amount of 
posttraumatic growth was associated with prior disclosure to others about breast cancer, 
longer time since diagnosis, and higher income.  The findings also indicated that an 
increase in posttraumatic growth did not predict a decrease in overall distress.  This 
evidence supports Folkman‘s (1997) findings that positive and negative affect can occur 
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simultaneously in highly stressful situations, and Tedeschi and Calhoun‘s theory (2004) 
that distress and posttraumatic growth often co-occur.  It is important to again note that 
the majority of women in Cordova et al.‘s (2001) study were White (90%) and had at 
least some college education or a college degree (51%).   
 In congruence with Cordova et al.‘s (2001) findings, a more recent study 
examining women with breast cancer and their partners over an 18-month period 
indicated a significant increase in posttraumatic growth in the women with breast cancer 
over time (Manne et al., 2004).  On average, the women recruited to participate in the 
Manne et al.‘s (2004) study had been diagnosed with breast cancer 4.5 months earlier.  
The participants had already completed surgery to treat their cancer, were married, were 
relatively young (M = 49 years old), had a median income of $85, 000, and the majority 
were Caucasian (91%).  The women specifically reported having developed stronger 
relationships with others, a greater appreciation for their life, an increase in the ability to 
recognize positive qualities and strengths, and a greater understanding of spiritual issues.  
Although positive reappraisal was not a significant predictor of growth, engaging in 
attempts to search for meaning was marginally associated with posttraumatic growth.  
Moreover, positive reappraisal coping was a significant predictor of posttraumatic growth 
over time in the partners of women with breast cancer.   
Cancer patients who underwent bone marrow transplants (BMT) also commonly 
reported growth, according to a longitudinal study examining predictors of posttraumatic 
growth (Widows, Jacobsen, Booth-Jones, & Fields, 2005).  Participants in Widows et 
al.‘s (2005) study had completed a BMT at least 6 months prior to follow-up data 
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collection and on average were 2 years post-BMT.  Individuals with cancer endorsed 
(indicated by at least a change to a moderate degree) an average of 14.7 out of 21 items 
on the Posttraumatic Growth Inventory (PTGI; Tedeschi & Calhoun, 1996).  Specifically, 
92% of participants reported an increase in appreciation for their life, 90% an increase in 
life priorities, and 86% an increase in appreciation for others.  Furthermore, the use of 
positive reappraisal coping (assessed by using the Coping Responses Inventory; Moos, 
1993) was found to be significantly related to an increase in posttraumatic growth.  
Specifically, using positive reappraisal coping prior to BMT was significantly related to 
greater posttraumatic growth after the BMT.  These results are consistent with previous 
findings that positive reappraisal is significantly related to posttraumatic growth in 
women with breast cancer and men with prostate cancer.   
In a cross-sectional study of Australians who had been diagnosed with cancer, 
Morris, Shakespeare-Finch, and Scott (2007) found that on average individuals reported 
considerable personal growth as a result of their cancer experience (mean total scores on 
PTGI = 59.29; SD = 22.36).  The authors noted that women tended to experience 
significantly higher posttraumatic growth than men.  However, there were no significant 
differences in reports of posttraumatic growth based on disease characteristics (e.g., had 
active cancer, were in treatment at the time of the study, prognosis at time of diagnosis, 
or time since diagnosis).  Although the sample in the aforementioned study was primarily 
comprised of Anglo-Australians, the individuals had been diagnosed with a variety of 
types of cancer (e.g., breast, prostate, lung, colorectal) and had been diagnosed between 
1.5-4 years prior to data collection.  Consistent with previous literature, the authors found 
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that positive reappraisal significantly correlated with all five of the Posttraumatic Growth 
Inventory subscales. 
 Differentiating posttraumatic growth from similar constructs.  Tedeschi and 
Calhoun (2004) make it clear that posttraumatic growth is one outcome of the coping 
process.  Posttraumatic growth is sometimes confused with meaning-based coping and 
positive reappraisal, as well as other similar concepts.  Terms such as meaning-based 
coping, benefit finding (finding something good in a negative situation), positive 
reappraisal, positive reinterpretation, and so on describe forms of coping that may lead to 
positive changes (Tedeschi & Calhoun, 2004).  Sears et al. (2003) reported finding 
distinct significant correlates of positive reappraisal and posttraumatic growth.  For 
example, greater dispositional hope was a unique predictor of positive reappraisal coping 
and unrelated to posttraumatic growth at 1 year follow-up.  Similarly, Thorton and Perez 
(2005) reported distinct correlates of positive reframing and posttraumatic growth in a 
sample of prostate cancer survivors.  Specifically, posttraumatic growth post-surgery was 
positively correlated with negative affect pre- surgery, while on the other hand positive 
reframing after surgery was inversely correlated with negative affect before surgery.  
Additionally, posttraumatic growth in men with prostate cancer was positively related to 
stress, whereas positive reframing coping was unrelated to stress symptoms in men with 
prostate cancer.  The concept of posttraumatic growth then, is viewed as an outcome of 
coping with a traumatic event, rather than the coping mechanism itself.  Sears et al. 
(2003) also found that the constructs of benefit finding, positive reappraisal, and 
posttraumatic growth are related to one another, but are separate concepts.  The authors‘ 
 36 
findings are congruent with earlier findings which looked at positive reappraisal and 
posttraumatic growth in undergraduates (Park et al., 1996) and suggest that positive 
reappraisal is a coping mechanism that might increase the likelihood of experiencing 
posttraumatic growth.  It has been hypothesized in the present study that it is cognitive 
restructuring, particularly positive reappraisal, that increases one‘s opportunity for 
growth and that the support of others helps facilitate this process.   
Social Support 
 It is widely believed that support systems facilitate coping and recovery when an 
individual in that system becomes ill (Suls, 1982).  Social support has the capacity to 
change how people cope with stressful life experiences, such as being diagnosed with 
cancer.  Supportive others may provide responses that help individuals restructure the 
way they see and experience the world (Sarason & Sarason, 1995).  Availability of social 
support has been associated with quality of life in individuals diagnosed with breast and 
prostate cancer (Sultan et al., 2004).  It is difficult to define the concept of ―social 
support‖ as it encompasses a wide range of dimensions.  Rather, it is more efficient to 
break the concept of social support into several components that fit into an overall model.   
Helgeson and Cohen (1996) described three main kinds of social support: 
emotional, informational, and instrumental.  Emotional support entails both verbal and 
nonverbal demonstrations of thoughtfulness and concern (Helgeson & Cohen, 1996).  An 
individual demonstrating emotional support does so by empathizing, encouraging, and 
comforting.  This type of support helps one to feel valued and loved.  Emotional support 
also aids in the discovery of meaning in relation to a stressful experience (perhaps by 
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improving on interpersonal relationships with others).  Informational support includes the 
use of information to help advise one experiencing a stressful event (Helgeson & Cohen, 
1996).  Many nurses and doctors use informational support when helping those diagnosed 
with cancer, for example.  Making information available has the potential to enhance 
perceptions of control, as well as increase one‘s optimism concerning the outcome.  
Instrumental support (also coined tangible support/ assistance) refers to the use of 
material goods and services in an effort to ameliorate a stressful life experience 
(Helgeson & Cohen, 1996).  For example, a support provider might provide money for a 
rare operation to help a loved one.  Instrumental support has the capacity to increase 
feelings of control by providing physical resources to use during a stressful encounter.   
It is additionally useful to distinguish between received support and perceived 
support.  Received support focuses on the recipient‘s recollection of what the support 
provider(s) did that was either helpful or was aimed at being helpful.  Received support 
centers on the perception of past events, and how helpful others were in assisting the 
recipient in coping with such events.   Received support describes specific behaviors that 
occurred within the context of the interpersonal environment.  Received support has been 
shown to be significantly different than perceptions of future available support should it 
be needed; therefore, both types of support should be examined separately (Sarason, 
Sarason, & Pierce, 1990).  The latter kind of social support, termed perceived support, 
has been shown to be most closely related to health outcomes (Suls, 1982).  This term 
refers to the recipient‘s perception of how supportive others will be if they are needed.  It 
is important to call attention to the fact that both ―received support‖ and ―perceived 
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support‖ depend on the recipient‘s perceptions of support.  The difference lies in whether 
it is the perception of what has happened (received support) or what might happen 
(perceived support).  The recipient‘s perception of received support was the support 
variable of interest for the purpose of the current study.  Although perceived support has 
been more closely linked to health outcomes, it is also the type of support most 
commonly examined.  Few studies look at received support, and to date none have 
examined received support in association with posttraumatic growth.  It is likely that 
individuals with cancer might presume their loved ones will provide the support they 
need (perceived support), when in reality supportive others may not know how to act 
under such emotionally charged and stressful situations.  Therefore, it becomes essential 
to also examine the support one actually does receive during this tumultuous time in 
one‘s life.  Furthermore, received support focuses on specific behaviors of supportive 
others.  Understanding the specific behaviors provided by supportive others may help in 
future studies aimed at developing psycho-social interventions for those diagnosed with 
cancer and for members of their support network.   
There is ample research documenting the positive association between social 
support from others and psychological adjustment to stress (Dakof & Taylor, 1990; 
Dunkel-Schetter, 1984; Helgeson & Cohen, 1996).  In a sample of individuals diagnosed 
with one of several types of cancer, esteem and emotional support were reported to be the 
most helpful forms of support by individuals diagnosed with cancer (Dakof & Taylor, 
1990).  The authors defined emotional support as supporters‘ physical presence, 
expression of concern, acceptance of diagnosis, special kind of understanding, and 
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kindness.  Furthermore, emotional support has been found to be most helpful when 
received by friends and family, as compared to medical caregivers (Dakof & Taylor, 
1990).  Dakof and Taylor assessed social support by asking about support that people 
with cancer received from their friends or family.  Similarly, in a study examining 
women with breast cancer, higher levels of perceived support (defined as the disclosure 
of thoughts and feelings to loved ones) were found to be significantly and positively 
associated with the women‘s mental quality of life (Lewis et al., 2001).  A recent study 
that investigated the relationship between received social support (defined as emotional, 
informational, and decision-making) and a variety of outcomes in women with breast 
cancer, found that only emotional support was significantly associated with patient 
outcomes (Arora, Rutten, Gustafson, Moser, & Hawkins, 2007).  Specifically, women 
who received helpful emotional support also reported greater social well-being, more 
positive perceptions of health competence, and greater self-efficacy for participating in 
their health care.  In another study that investigated the relationship between perceived 
social support and distress, women with breast cancer who perceived greater emotional 
support from friends before their surgery, reported less distress post-surgery (Alferi et al., 
2001).  Furthermore, the authors found that instrumental support perceived by married 
women from spouses pre-surgery was related to less distress post-surgery.   
In a study examining health-related quality of life of women diagnosed with 
colorectal cancer, Sapp et al. (2003) found that the number of supportive others was 
significantly and positively related to women‘s mental health.  For example, mental 
health was positively related to the number of close relatives and friends as well as the 
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number of children and friends who were seen at least once per month by the cancer 
survivor.  Women who participated in Sapp et al.‘s study were generally older (M = 72 
years old) and Caucasian (98%).  On average, the women were diagnosed with colon or 
rectal cancer 9 years prior to completing the study.  It would be interesting to know the 
influence a social support network might have had when these women were newly 
diagnosed with cancer.  Similarly, in a longitudinal study of men and women who had 
been diagnosed with any kind of cancer, it was reported that high levels of perceived 
partner support were positively associated with increased patient optimism about their 
diagnosis (Gustavsson-Lilius, Julkunen, & Hietanen, 2007).  The most common types of 
cancer that individuals in this sample were diagnosed with include breast cancer, prostate 
cancer, and gynecologic cancers.  About 88% of the individuals were diagnosed with 
Stage I-III cancer and about 12% had more advanced cancer.  Moreover, partner support 
and optimism at the start of the study predicted better health-related quality of life 8 
months later.  Support in this study was measured using the Family Support scale 
(Julkunen & Greenglass, 1989) and reflects participants‘ perceived degree of 
instrumental and emotional support from family members.  Although these findings 
suggest that social support is helpful to individuals diagnosed with cancer, the authors 
(Gustavsson-Lilius et al., 2007; Sapp et al., 2004) failed to measure actual received 
support.  It is imperative to understand how actual support that is received by individuals 
with cancer is related to their quality of life, rather than examining only perceptions of 
support which may or may not actually occur.  Future research is needed to determine the 
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relationship between received support and various psycho-social outcomes of one‘s 
experience with cancer.   
In another study, from the small subset of  research that has investigated the 
relationship between received support and adjustment to cancer, Boehmer and associates 
(2007) found that emotional and instrumental support that individuals with cancer 
(gastrointestinal, colorectal and lung cancer) received from the person closest to them 
was significantly associated with emotional well-being.  The authors assessed received 
support 1 month after the participants had surgery to remove a malignant tumor.  Patients 
included in the study were diagnosed with Stage I (25%), Stage II (23%), Stage III (23%) 
or Stage IV (29%) cancer.  On average, 87% of participants were diagnosed with cancer 
within 3 months before surgery.  The authors found that received support 1 month after 
surgery accounted for a significant amount of variance in participants‘ reports of 
emotional well-being 6 months after surgery.  Specifically, the more emotional and 
instrumental support patients received 1 month after having a cancerous tumor removed, 
the better their emotional well-being was 5 months later.   
Social Support and Posttraumatic Growth 
Studies examining the relationship between social support and posttraumatic 
growth have yielded mixed findings (e.g., Cordova et al., 2001; Karanci & Erkam, 2007; 
Schulz & Mohamed, 2004; Widows et al., 2005).  A possible explanation for the 
discrepancy between findings could be the type of support measured.  For example, 
Widows et al. (2005), found no relationship between perceived social support and 
posttraumatic growth.  However, the investigators measured only perceived support prior 
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to the cancer patients‘ bone marrow transplantation, and used the Interpersonal Support 
Evaluation List-Short Form (Cohen, Mermelstein, Kamarck, & Hoberman, 1985; Peirce, 
Frone, Russell, & Cooper, 1996), which measures tangible, appraisal, and belonging 
support.  Perhaps if received emotional and instrumental support had been measured after 
the BMT, an association would have been found with posttraumatic growth.  In a study of 
women with breast cancer, Cordova et al. (2001) reported that satisfaction with tangible 
and emotional social support, as measured by the DUKE-Social Support Questionnaire 
(Broadhead, Gehlbach, de Gruy, & Kaplan, 1988), were unrelated to posttraumatic 
growth.  However, as mentioned earlier, talking about breast cancer was a significant 
predictor of posttraumatic growth in this sample.   
Consistent with Cordova et al.‘s findings, Weiss (2004) found that perceived 
social support, measured using the Social Support Questionnaire, which assesses the 
number of people in one‘s network as well as perceived satisfaction with the general 
network (SSQ; Sarason, Sarason, Shearin, & Pierce, 1987), was not associated with 
posttraumatic growth among women with breast cancer (Stages 0-II) and their husbands.  
Women in this sample were mostly Caucasian (93%) and averaged $60,000 annual 
income.  It is also important to note that that the women were disease free at the time they 
participated in the study (diagnosed 1-1.5 years earlier), which clearly could influence 
their imminent need for social support.  For instance, individuals who are in the process 
of being treated for cancer might feel that they need more support than those who are no 
longer enduring the arduous process.  On the other hand, perceived marital emotional 
support, assessed with the Quality of Relationship Inventory which is specific to the 
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support provider (Pierce, Sarason, & Sarason, 1991) was found to be significantly 
correlated with survivors‘ growth.  It is feasible to hypothesize, based on Weiss‘s (2004) 
study, that a significant other might play a more important role in coping with a traumatic 
event compared to a general support network.  In addition, Weiss found that when the 
breast cancer survivors were in contact with other cancer survivors who benefited from 
their cancer experience (viewed as models), they reported an increase in posttraumatic 
growth.  It could be hypothesized that support from one who has ―been there,‖ will be 
better received and more strongly associated with personal growth.  The difference 
between received support and perceived support should be noted here.  Had these women 
been asked about perceived support prior to meeting their ―models,‖ they may not have 
reported high levels of social support.  However, it is evident that the support they 
received was associated with their ability to grow from the experience.   
In a study of Turkish women recently diagnosed (within 1 year) with breast 
cancer, Karanci and Erkam (2007), found that perceived social support was positively 
associated with personal growth.  The authors measured perceived support by using the 
Multidimensional Scale of Perceived Social Support (Eker & Arkar, 1995) which 
assesses perceived social support from family, significant others, and friends.  The 
women who participated in this study were diagnosed with Stage I (41%), Stage II (36%), 
Stage III (10%) or Stage IV (3%) breast cancer.  Cancer stage was not related to reports 
of posttraumatic growth.  Shroevers and Teo (2008) found that in a sample of Malaysian 
cancer patients, perceived instrumental support (assessed by the COPE inventory; Carver 
et al., 1989) was a significant predicator of posttraumatic growth (alongside positive 
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reframing and using humor).  Similarly, Cadell et al. (2003) found that when bereaved 
HIV/AIDS caregivers had an increase in perceived social support, they demonstrated the 
most benefit after the trauma—specifically, higher levels of posttraumatic growth.  In 
congruence with Cadell et al.‘s work on HIV/AIDS caregivers, Armeli et al. (2001) found 
that both college students and adults reported more growth when they had a high level of 
perceived support.   
Manne et al. (2004) reported that among partners of women with breast cancer 
positive reappraisal was a significant predictor of posttraumatic growth.  In addition, 
Manne et al. found that women with breast cancer typically reported above average 
posttraumatic growth when their partners were above average in their emotional 
expressiveness.  One plausible explanation is that the partners who engaged in higher 
positive reappraisal and emotional expressiveness were perceived as more supportive by 
individuals with cancer, and this support then helped to facilitate growth.  This 
hypothesis has not been empirically tested however, and warrants future research. 
Although to date, the research is scarce that measures the association between 
received support and posttraumatic growth in individuals with cancer, the relationship 
between benefit finding and received support has been explored (Schulz & Mohamed, 
2004).  Specifically, in a study examining individuals who underwent tumor surgery for 
malignant tumors in the gastrointestinal tract, it was reported that received emotional and 
instrumental support (from the person closest to them) 1 month after surgery accounted 
for a significant amount of variance in finding benefit 12 months after surgery.  Received 
support was measured using the Berlin Social Support Scale (Schulz & Schwarzer, 2003), 
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which is geared to understanding social support retrospectively (e.g., “this person 
comforted me when I was feeling bad”).  Moreover, received emotional and instrumental 
support 1 month after surgery were found to be the strongest predictors of positive 
change post-surgery.  Benefit finding and posttraumatic growth have been found to be 
distinct constructs (Sears et al., 2003); however, they do share a variety of similarities.  
Benefit finding is viewed as the identification of benefit from misfortune (Tennen & 
Affleck, 2002).  Therefore, unlike posttraumatic growth, benefit finding may be viewed 
as a coping mechanism rather than an outcome of coping.  Because posttraumatic growth 
represents one possible outcome of the coping process (as opposed to a way of coping 
such as benefit finding), further research is needed to determine the relationship between 
received support and posttraumatic growth.   
Received social support affords the opportunity for individuals to obtain 
assistance and advice, and to express their feelings after being diagnosed with cancer.  
Therefore, it is reasonable to hypothesize that such support may be associated with the 
ability to cognitively process the stressor, search for positive meaning, and ultimately 
experience personal growth.   The mixed findings in regard to social support and 
posttraumatic growth are consistent with the assertion that social support is a 
multidimensional construct (Sarason et. al, 1990).  Calhoun and Tedeschi (1998) 
hypothesized that social support helps to increase the likelihood of posttraumatic growth, 
namely because using narratives aids in the cognitive processing necessary for growth to 
occur.  The empirical literature, which typically has assessed perceived emotional, 
instrumental, or informational support (as opposed to simple narratives) however, has 
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yielded varied results.  Therefore, it is important to examine the relationship between 
perceived support and posttraumatic growth (as previous studies have done), as well as 
the relationship of received support and posttraumatic growth (yet to be reported) in the 
context of individuals coping with their experience of cancer.   
Social support has the capacity to influence coping behavior, including positive 
reappraisal, which may then increase the likelihood of experiencing posttraumatic growth 
(Schaefer & Moos, 1995).  An individual who has suffered a trauma and who also has 
personal and social resources is less likely to appraise such a crisis as a threat and instead 
may depend on coping strategies, such as meaning-based coping, that are likely to 
promote posttraumatic growth (Schaefer & Moos, 1995).  Fife (1995) found that 
individuals diagnosed with cancer who perceived a strong social support network from 
family, friends, and health care providers, generated more positive meaning in regards to 
their illness.  Additionally, in a study evaluating the effectiveness of cognitive-behavioral 
type therapy in a sample of women with gynecologic cancer, the authors found that 
positive-reappraisal coping was significantly associated with fewer depressive symptoms 
over time (Manne et al., 2008).  Moreover, Manne and colleagues (2008) noted that 
positive reappraisal coping acted as a mediator.  Specifically, therapy was found to be 
significantly and positively associated with positive reappraisal coping, which in turn was 
significantly and negatively related to depressive symptoms.  It is feasible that the 
support from others (such as is offered in therapy) may help individuals who are 
struggling to cope with cancer by aiding them in reframing maladaptive cognitions in a 
more positive manner, which could also increase the likelihood of posttraumatic growth.   
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Multiple studies have demonstrated that perceived emotional and instrumental 
support may be associated with one‘s ability to grow personally after being diagnosed 
with cancer (e.g., Karanci & Erkam, 2007, Manne et al., 2004).  It appears that these two 
types of support when perceived to be available from loved ones are the best predictors of 
posttraumatic growth and quality of life, compared to other types of support.  However, it 
remains unclear which supportive behaviors actually received from others are helpful in 
aiding individuals to grow after being diagnosed with cancer.  Investigating the 
relationship between received support and posttraumatic growth will help to start to fill 
the gap in that literature and provide a more holistic picture of posttraumatic growth.    
Unsupportive Social Interactions 
It is evident that facing a diagnosis of cancer is a stressful event that can affect 
interpersonal relationships.  Although an increase in social support is often observed in 
those diagnosed with cancer, some network members might withdraw or act in unhelpful 
ways.  An emerging trend in the social support area, but still underrepresented, is to study 
the effect of negative responses from others during stressful life events.  Researchers are 
beginning to acknowledge that social relationships can be sources of distress for 
individuals with cancer, as well as sources of support (Dakof & Taylor, 1990).  
Individuals may respond to a person experiencing a stressful event in an unhelpful way 
for a variety of reasons.  They may feel helpless, they may not know the ―right‖ thing to 
say or do, or they might not truly comprehend the process of adjusting to a negative life 
event (Dakof & Taylor, 1990).   
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Negative reactions from others during a stressful experience may lead one to 
experience a decrease in psychological well-being.  Unsupportive interactions with 
family and friends can be a serious source of stress for individuals diagnosed with cancer 
(Manne et al., 1997).  For example, Butler and colleagues (1999) reported that women 
with metastatic breast cancer who experienced aversive emotional support (defined as 
inadequate or harmful social support interactions) from others tended to report an 
increase in psychological distress.  The authors assessed ―negative support‖ by using the 
Aversive Emotional Support (Butler, Koopman, Classen, & Spiegal, 1999) scale which 
asked questions such as “When you are with your family and friends, how often do you 
feel lonely?” Furthermore, findings indicated that after controlling for positive emotional 
support, the women who received aversive responses from others continued to experience 
poor adjustment to their breast cancer diagnosis (Butler, Koopman, Classen, & Spiegel, 
1999).  Similarly, Cordova and associates (2007) reported finding a significant and 
positive association between PTSD symptoms and social constraints among women (86% 
Caucasian) diagnosed primarily with Stage I or II breast cancer an average of 9.4 months 
later.  Social constraints have been defined by Lepore and Ituarte (1990) as ―any social 
condition that causes trauma survivors to feel unsupported, misunderstood, or otherwise 
alienated from their social network when they are seeking social support or attempting to 
discuss their trauma‖ (p. 168).  Specifically, the authors reported that women who viewed 
their social support network (defined as friends and family) as less receptive to hearing 
about their experience with cancer were significantly more distressed.  This finding falls 
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in accord with aforementioned research that ascertained that talking about one‘s cancer 
experience aids in meaning-making and growth.   
Norton and colleagues (2005) investigated the relationship between unsupportive 
behaviors and self-esteem in a cross-sectional study of women with ovarian cancer.  The 
women in this study were primarily Caucasian (89%) and had been diagnosed with Stage 
I (18%), Stage II (1%), Stage III (46%) or Stage IV (8%) ovarian cancer.  (Eighteen 
percent of the women had recurrent disease and 9% did not indicate a stage of disease.) 
On average, women had been diagnosed with cancer 18 months prior to participating in 
the study.  Unsupportive behaviors from family and friends were found to be associated 
with lower levels of self-esteem which, in turn, were associated with an increase in 
psychological distress in women with ovarian cancer (Norton et al., 2005).  In addition, 
Manne, Taylor, Dougherty and Kemeny (1997) examined positive and negative spousal 
responses of those diagnosed with cancer (primarily Stage III or IV gastrointestinal or 
breast cancer) and found that the negative responses of the partner had the strongest 
association with the recipient‘s mental health.  Participants had been diagnosed with 
cancer on average 6 months prior to participating in the study.  Manne et al. found that 
specifically, perceived critical and avoidant behaviors from the partner were significantly 
correlated with lower levels of well-being and greater distress in the spouse diagnosed 
with cancer.  Moreover, Manne and colleagues reported that supportive interactions with 
partners did not buffer the distress of negative interactions with partners.   
 It is clear that there is an association between negative responses from important 
others and psychosocial functioning, separate from ―positive‖ social support.  Therefore, 
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when examining the psychological outcomes of those diagnosed with cancer, it is 
imperative that research focuses on both positive and negative reactions from others and 
the role such reactions play in cancer patients‘ emotional responses.   
Unsupportive social interactions have been defined as unsupportive or upsetting 
responses received from other people concerning a stressful life event (Ingram, Betz, 
Mindes, Schmitt, & Smith, 2001).  For example, one might react by minimizing the 
situation, distancing oneself, expressing forced cheerfulness, avoidance, or blaming when 
reacting to a significant other‘s stressful life event.  Research has demonstrated that 
negative interactions are associated with increased psychological distress (Davis, 
Brickman, & Baker, 1990; Revenson, Schiaffino, Majerovitz, & Gibofsky, 1991).  Much 
like the research that demonstrates the conceptual difference between positive and 
negative affect (Folkman, 1997), positive and negative interactions have been shown to 
be distinct constructs, rather than two ends of the same continuum (Ingram et al. 2001).   
Ingram and colleagues (2001) identified four types of unsupportive interactions 
that an individual may encounter during a stressful event.  The first is distancing, which 
includes disengaging either emotionally or behaviorally.  The second type of 
unsupportive reaction from others is bumbling, which encompasses behaviors that are 
inappropriate and appear to be driven by the idea that the person under stress can be 
―fixed.‖ Minimizing is another form of unsupportive interactions.  This kind of reaction 
from others includes forced optimism and minimizing the individual‘s trepidations.  
Blaming is the last type of unsupportive interaction identified by Ingram et al. (2001).  
Blaming can be thought of as criticizing and finding fault in the person who is 
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undergoing the stressful situation.  Ingram and colleagues found that unsupportive 
responses from others in regards to a stressful life event accounted for a significant 
amount of variance in both psychological symptoms (depression and overall 
psychological distress) and physical symptoms after controlling for stress and social 
support.  These findings support the notion that social support and unsupportive 
interactions are distinct constructs.  In a study examining women with Stage I or II breast 
cancer, Figueiredo, Fries, and Ingram (2004) found that received unsupportive responses 
from others in regards to breast cancer accounted for a significant amount of variance in 
psychological well-being even after controlling for social support.  The women in this 
study had been diagnosed on average 17.1 weeks before participating (SD = 11.8), and 
27% were African American.  The authors found that specifically, the women who 
reported experiencing unsupportive responses from others also experienced lower levels 
of emotional well-being. 
Lepore and Helgeson (1998) studied men with prostate cancer and found that 
social constraints from either friends/family or spouse were negatively and significantly 
correlated with mental health.  Specifically, men who had a difficult time talking with 
significant others about their cancer experience due to being constrained, demonstrated 
more distress than men who were able to disclose to others regarding their cancer 
diagnosis.  Additionally, men who experienced such social constraints also were more 
likely to experience intrusive and avoidant thinking in regards to their cancer.   
In their model of posttraumatic growth, Tedeschi and Calhoun (2004) attest that 
disclosure of a traumatic event is associated with posttraumatic growth due to the 
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availability of support from others.  Harvey, Barnett, and Overstreet (2004) criticized 
Tedeschi and Calhoun‘s model of posttraumatic growth, stating that they failed to take 
into account what happens when supportive others do not react supportively.  Harvey et 
al. emphasized that there are times when important others react with ―hostility, 
incredulity, dismissal, and the like‖ (p. 28) to a traumatic event.  The authors called for 
researchers to investigate more thoroughly the interpersonal dynamics that occur when an 
individual faces a traumatic event: namely what happens when the needed social support 
is not received or unsupportive responses are also received.  Wortman (2004) also 
criticized Tedeschi and Calhoun for being too optimistic regarding how supportive others 
will react to traumatic events.  Wortman contends that people are often uncomfortable 
when faced with a loved one‘s distress and it is possible for social relationships to hinder 
posttraumatic growth instead of facilitate it.  However, to date, there is no research 
examining the relationship between unsupportive interactions and posttraumatic growth.  
Interestingly, Lepore, Silver, Wortman, & Wayment (1996) posited that unsupportive 
reactions received by trauma survivors may lead to the suppression of trauma-related 
thoughts, thus interfering with cognitive processing of the trauma.  According to 
Tedeschi and Calhoun‘s (2004) model of posttraumatic growth, survivors of a traumatic 
event must process cognitively, particularly through rumination, in order to experience 
growth.  Therefore, it is hypothesized that those individuals who receive more 
unsupportive interactions from significant others will also experience less posttraumatic 
growth due to the inhibition of cognitive and meaning-based processes.    
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Although the research investigating posttraumatic growth among individuals with 
cancer continues to grow, there are several gaps in the literature as well as consistent 
limitations.  One major limitation in the existing literature is that most researchers have 
assessed posttraumatic growth in a predominantly White, well-educated, and affluent 
population.  This limits our understanding of the processes from which others might grow 
personally after being diagnosed with cancer.  It is important to be able to understand 
how individuals from different cultures and backgrounds process trauma to capture a 
more complete picture of what is helpful and what hinders personal growth. 
Summary and Statement of the Problem 
It has been widely accepted in the stress and coping literature that a strong 
relationship exists between stressful life events and psychological distress.  More 
recently, however, researchers have begun to examine positive outcomes that also may 
result from difficult life events such as a diagnosis of cancer.  Specifically, Folkman 
(1997) added positive emotion as an outcome to the well-established transactional model 
of stress and coping (Lazarus & Folkman, 1984).  Moreover, Tedeschi and Calhoun (e.g., 
1996; 2004) proposed that posttraumatic growth is yet another outcome of the stress and 
coping process.  The current study investigated the pathways that may be related to three 
outcomes: psychological distress, positive affect, and posttraumatic growth.   
Several studies have found that perceived social support from significant others 
can aid in psychological adjustment to stress (e.g., Dakof & Taylor, 1990; Dunkel-
Schetter, 1984; Helgeson & Cohen, 1996).  Studies examining women with breast cancer 
have found that social support from others is related to the women‘s positive adjustment 
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to the stress of being diagnosed with cancer (Alferi et al., 2001; Holland & Holahan, 
2003; Lewis et al., 2001).  Specifically, Alferi et al. (2001) reported that women who 
experienced more emotional support from others before surgery reported less 
psychological distress after surgery.  However, to date little research has investigated the 
received emotional and instrumental support among men and women diagnosed with 
cancer.  The current study examined the relationship between received emotional and 
instrumental support and adjustment among men and women diagnosed with cancer, 
through the lens of a transactional stress and coping framework.   
Posttraumatic growth also has been named as one viable outcome of coping with 
being diagnosed with cancer (e.g., Cordova et al., 2001, 2007; Manne et al., 2004; Sears 
et al., 2003; Weis, 2004).  Studies investigating the relationship between social support 
and posttraumatic growth have yielded mixed findings (e.g., Cordova et al., 2001; Schulz 
& Mohamen, 2004).  All of the published studies to date investigating social support and 
posttraumatic growth have examined perceived support, rather than received support.  
Understanding the association between received support and posttraumatic growth will 
help add to the mounting research regarding the possibility of personal growth after 
trauma.  Furthermore, posttraumatic growth has been most commonly studied with 
women diagnosed with breast cancer, although that has been shifting more in recent 
years.  Exploring the possibility of growth in a sample of individuals who have a variety 
of types of cancer and investigating the relationship between personal growth and 
received support will help build a stronger and more complete model of posttraumatic 
growth.   
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Positive reappraisal coping has been associated with both positive affect 
(Folkman, 1997) and posttraumatic growth (e.g., Sears et al., 2003; Widows et al., 2005).  
However, little is known about the variables that are associated with engaging in this 
meaning-based coping strategy.  In the current study, it was hypothesized that socially 
supportive others may assist an individual diagnosed with cancer in finding meaning and 
interpreting the event in a more positive way, which in turn may be related to 
posttraumatic growth.   
It also must be recognized that support received from others may sometimes be 
perceived as unhelpful and upsetting (Ingram et al., 2001).  Most studies examining 
interpersonal factors associated with adjustment to cancer have focused on ―positive‖ 
social support.  However, more recent findings have suggested that unsupportive 
interactions are related to increased psychological distress and decreased psychological 
well-being (Figueiredo et al., 2004; Manne et al., 1997; Norton et al., 2005).  
Furthermore, the relationship between unsupportive interactions and posttraumatic 
growth has not been explored.  In the current study it was hypothesized that unsupportive 
responses from others aimed at individuals diagnosed with cancer will impede their 
likelihood of experiencing personal growth.   
The current study used Folkman‘s (1997) revised model of stress and coping 
(based on Lazuras and Folkman‘s [1984] original transactional model) as a framework 
for understanding the pathways that influence an individual diagnosed with cancer to 
experience a variety of emotions.  Specifically, this study examined the direct association 
of social support and unsupportive interactions with the outcomes of distress, positive 
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emotion, and posttraumatic growth.  Positive reappraisal was also tested as a mediator 
between social support and posttraumatic growth.   
The current study has the potential to contribute important knowledge to the field 
of counseling and health psychology.  First, individuals with cancer suffer from a variety 
of types of distress associated with their illness.  The study examined both cross-
sectionally and longitudinally (based on exploratory analyses) how social support and 
unsupportive responses from others are associated with a variety of important 
psychosocial outcomes experienced by individuals who have been diagnosed with cancer.   
Therefore, the findings from the present study have the potential to offer important 
clinical implications for medical and mental health care providers.  Second, the study 
adds to the developing literature on posttraumatic growth by examining a diverse sample 
of individuals (variety of ethnicity, SES, and ages).  Third, the study seeks to understand 
the relationship between unsupportive responses from others and posttraumatic growth.  
Additionally, because the basis of the current study is Lazarus and Folkman‘s (1984) 
transactional model of stress and coping, the results have been interpreted through the 
lens of a widely accepted theoretical framework.  Last, the findings of the current study 
will have practical relevance for the fields of counseling and health psychology.  
Understanding the specific behaviors an individual with cancer receives from others that 
may be related to one‘s experience of distress, positive emotion, and posttraumatic 
growth has the potential to provide a basis for future interventions for persons with 
cancer and members of their social network.   
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Hypotheses 
 Three sets of hypotheses have been derived from the literature review.  Both 
social support and unsupportive social interactions were expected to be significant 
predictors of each of the three dependent variables (psychological distress, positive 
affect, posttraumatic growth).  Positive reappraisal coping was expected to mediate the 
relationship between social support and posttraumatic growth.  Mediation can be 
described as a hypothesized causal chain in which one variable (social support) affects 
another variable (positive reappraisal) that, in turn, affects a third variable (posttraumatic 
growth; Baron & Kenny, 1986).  The middle variable (positive reappraisal) is coined the 
mediator because it is the vehicle through which the predictor (social support) affects the 
outcome (posttraumatic growth).  Study hypotheses were as follows: 
1) Direct association between social support and the dependent variables: 
a. Social support received by individuals recently diagnosed with cancer 
from their primary support person would account for a significant amount 
of variance in cancer patients‘ reports of depressive symptoms.  
Specifically, it was predicted that individuals with cancer who reported 
having received more social support would also report fewer depressive 
symptoms, as assessed by using the total score from the Center for 
Epidemiologic Studies Depression scale (CES-D; Radloff, 1977). 
b. Social support received by individuals recently diagnosed with cancer 
from their primary support person would account for a significant amount 
of variance in cancer patients‘ reports of positive emotion, as assessed by 
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using the total Positive States of Mind Scale score (PSOM; Horowitz, 
Adler, & Kegeles, 1988).  Specifically, it was predicted that individuals 
with cancer who reported having received more social support would also 
report experiencing more positive affect. 
c. Social support received by individuals recently diagnosed with cancer 
from their primary support person would account for a significant amount 
of variance in cancer patients‘ reports of posttraumatic growth (evidenced 
by total PTGI score).  Specifically, it was predicted that individuals with 
cancer who reported having received more social support would also 
report experiencing more posttraumatic growth. 
2) Direct associations between unsupportive social interactions and the dependent 
variables 
a. Unsupportive interactions received by individuals recently diagnosed with 
cancer from their primary support person would account for a significant 
amount of variance in cancer patients‘ reports of depressive symptoms.  
Specifically, it was predicted that those individuals with cancer who 
experienced more unsupportive interactions would report more depressive 
symptoms. 
b. Unsupportive interactions received by individuals recently diagnosed with 
cancer from their primary support person would account for a significant 
amount of variance in cancer patients‘ reports of positive emotion.  
Specifically, it was predicted that those individuals with cancer who 
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experienced more unsupportive interactions would report less positive 
affect. 
c. Unsupportive interactions received by individuals recently diagnosed with 
cancer from their primary support person would account for a significant 
amount of variance in cancer patients‘ reports of posttraumatic growth.  
Specifically, it was predicted that those individuals with cancer who 
experienced more unsupportive interactions would report less 
posttraumatic growth. 
3.  Indirect association between social support and posttraumatic growth  
Positive reappraisal coping mediates the relationship between social support and 
posttraumatic growth.  Specifically, higher levels of received social support were 
predicted to be associated with greater positive reappraisal, which in turn would be 
associated with greater posttraumatic growth.   
Method 
Participants 
 Demographic information is presented in Table 1.  Participants consisted of 60 
men and women who had been diagnosed with Stage I- IV cancer within the past 12 
months.  Participants had to be at least 18 years of age, able to read English, and able to 
give informed consent.  The mean age of the sample was 51.80 years (SD =13.12), 
ranging from 20 to 82 years old.  There were 13 males and 46 females (1 participant did 
not identify a gender).  Most of the participants identified as either Caucasian (n = 38; 
63%) or African American (n = 19; 32%).  Two participants identified as Asian/Pacific 
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Islander and one participant identified as bi-racial.  Twenty-eight participants (47%) 
reported their relationship status as married, 8 participants indicated they were divorced 
or separated (13%), 3 participants disclosed they were widowed (5%), and 10 participants 
reported being single (17%).  The majority of the study participants‘ highest level of 
education completed was a high school diploma or a GED (n = 22; 37%), 12 had some 
college experience (20%), 13 had a college degree (22%), and 4 had earned a graduate or 
professional degree (7%).  Seven participants (12%) had not graduated from high school.   
Many participants (n = 26; 43%) reported earning an annual income of less than $20,000, 
with only 11 individuals (18%) earning greater than $80,000 annually.  Interestingly, a 
little less than 50% (n = 29) of participants were unemployed at the time they completed 
the survey.   
For this study, when conducting hierarchical regression equations that had one 
covariate and one predictor variable, with 60 participants and alpha set at .05, power was 
calculated to be .75 to detect an effect size of .15 (medium effect size; Cohen, Cohen, 
Aiken, & West, 2003).  For the exploratory longitudinal hierarchical regression equations 
that had two covariates and one predictor variable, 30 participants and alpha set at .05, 
power was calculated to be .35 to detect an effect size of .15.   
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Table 1 
Demographic Characteristics of Participants  
 
 
Variable            Number of Participants        Percent 
 
 
Gender 
 Male      13   22  
 Female     46   77  
 Missing       1     2  
 
Racial/ethnic background 
 African American    19   32       
 White/Caucasian    38   63  
 Other       
  Biracial       1     2 
  Asian American/Pacific Islander   2     2 
 
Relationship Status 
 Married     28   47      
 Partnered     10   17  
 Separated/Divorced       
  Separated      1     2 
  Divorced      7   12  
 Single      10   17 
 Widowed       3     5 
 Missing       1     2 
 
Education completed 
 < High school      
  Elementary/Middle School    1     2 
  Some High School     6   10  
 High school/GED    22   37 
 Some college     12   20    
 College degree or higher    
College graduate   13   22  
  Graduate degree     4     7  
 Missing       2     3 
          (continued) 
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Table 1 (continued). 
 
Demographic Characteristics of Participants 
 
 
Variable            Number of Participants        Percent   
 
Annual Household Income 
 < 20,000     26   43    
20,000 – 40,000    10   17    
40,001-80,000      
 40,001- 60,000     9   15 
 60,001- 80,000     3     5 
 > 80, 001      
80,001-100,000     8   13  
  > 100,000              3     5 
 Missing       1     2  
 
Employment 
 Employed     21   35 
 Unemployed     29   48 
 Retired       9   15 
Missing       1     2        
Note.  Percentages may not add to 100 due to rounding.   
 
Participants were diverse in terms of their type of cancer.  The most common 
cancer sites were breast (n = 25; 42%), gynecologic (n = 10; 17%), colon or rectal (n = 5; 
8%), and lung (n = 5; 8%).  Five percent of individuals (n = 3) reported being diagnosed 
with head and neck cancer and 5% (n = 3) indicated they were diagnosed with multiple 
myeloma.  Nine participants did not record their cancer site.  Self-reported disease stages 
at diagnosis were Stage I (n = 6; 10%), Stage II (n = 16; 27%), Stage III (n = 15; 25%), 
and Stage IV (n = 5; 8%); 22% (n = 13) of participants were uncertain of their staging at 
the time of survey completion.  Five (8%) individuals did not report their stage of 
disease.  The majority of participants (n = 47; 78%) were actively in treatment when they 
completed their Time 1 surveys.  The most common form of treatment among the study‘s 
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participants was a combination of surgery, chemotherapy, and radiation (n = 21; 35%).  
Mean time since diagnosis was 5.64 months (SD = 3.34).  Many participants reported that 
their spouse or partner served as their main support person (n = 25; 42%), 15% indicated 
the most important support came from their child (n = 9), 13% noted their main support 
person was a sibling (n = 8), 7% named a parent as the main source of support (n = 4), 
and 10% indicated their main support person was a friend (n = 6).   
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Table 2 
Illness Characteristics of Participants 
 
 
Variable            Number of Participants        Percent 
 
 
Type of Cancer 
 Breast      25   42    
 Colon/Rectal       5     8    
 Lung        5     8     
 Multiple Myeloma      3     5 
 Head and Neck       
Throat       2     3 
  Oral       1     2 
 Gynecologic       
Peritoneal      1     2 
  Ovarian      4     7 
  Cervical      2     3 
  Vulvar       1     2 
  Uterine      2     3 
 Missing       9    15 
 
Stage of Cancer 
 Stage I        6   10 
 Stage II     16   27 
 Stage III     15   25 
 Stage IV       5     8 
 Uncertain     13   22 
 Missing       5     8 
 
Type of Treatment 
 Surgery only       3     5 
Chemotherapy only      6   10 
 Radiation only      2     3  
 Chemotherapy and Radiation   11   18 
 Chemotherapy and Surgery     5     8 
 Radiation and Surgery     8   13 
 Chemotherapy, Surgery and Radiation 21   35 
 Missing       4     7  
____________________________________________________________________ 
          (continued) 
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Table 2 (continued) 
 
Illness Characteristics of Participants 
 
 
Variable            Number of Participants        Percent 
 
 
Treatment Status 
 In Treatment     47   78 
 Completed       8   13 
 Uncertain       1     2 
 Missing       4     7 
 
Main Support Person 
 Spouse/Partner    25   42 
 Son/Daughter       9   15 
 Brother/Sister       8   13 
 Father/Mother       4     7 
 Other Family       4     7 
 Friend        6   10 
 Other         
  Pastor       1     2 
    Sister-in-law      1     2 
     Son‘s father      1     2 
         Unknown      1     2       
Note.  Percentages may not add to 100 due to rounding.   
 
Procedure 
 Participants were recruited from the Massey Cancer Center located within 
Virginia Commonwealth University‘s Health System, following approval from the 
Massey Cancer Center Protocol Review and Monitoring System and the Virginia 
Commonwealth University Institutional Review Board.  During outpatient visits at the 
Massey Cancer Center, medical staff informed eligible patients about the study and asked 
if they were interested in receiving additional information.  Interested patients were then 
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referred to the study staff member for more information.  Information was provided to 
interested patients and the informed consent procedure was explained.   Patients who 
signed the informed consent form were asked to complete the questionnaire packet at 
their convenience and return it by mail.  Out of the 91 participants who signed the 
informed consent during study recruitment, 60 (66%) completed and returned the Time 1 
packet.    
The questionnaire packet contained a set of instructions, measures of received 
social support (emotional, tangible, and guidance), unsupportive interactions, depressive 
symptoms, positive affect, posttraumatic growth, positive reappraisal coping, and a 
demographic questionnaire.  Several additional measures (assessing health-related quality 
of life, health-promoting dietary behavior, avoidant coping, emotional-approach coping, 
and mindfulness) were included in the packet; however, data from these additional 
measures were not analyzed for the purpose of the current study.  The entire packet took 
approximately 45-60 minutes to complete.   
Participants were asked to complete the packet at three time points: baseline, 3 
months after first packet completion, and 6 months after first packet completion.  For the 
purpose of the current study, data were analyzed for Time 1 and Time 2 (exploratory 
analyses) only.  Participants who completed and returned the questionnaire packet 
received a $10 gift card (to either Target or Wal-Mart), for each packet they completed.  
A total of 60 participants returned Time 1 packets; of those, 30 returned Time 2 packets, 
resulting in a 50% attrition rate.  The Time 2 respondent pool did not differ significantly 
by gender [χ2 (1) = 0.31, p = .58] or income [χ2 (3) = 1.36, p = .71] from the baseline 
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sample.  Due to the wide variability of the sample, categories within several of the 
demographic and illness characteristic variables had to be collapsed to avoid violating the 
chi-square assumption regarding the minimum expected frequency of 5 per cell (i.e., 
keeping the variable categories as they were would have led to an excessive number of 
cells with an expected frequency of less than 5).  For instance, categories for ethnicity 
were collapsed into ―Caucasian‖ and ―Others;‖ relationship status was collapsed into ―in 
a relationship‖ or ―not currently in a relationship;‖ education was collapsed into ―high 
school degree or less‖ and ―at least some college;‖ employment status was collapsed into 
―unemployed‖ and ―employed or retired;‖ type of cancer was collapsed into ―breast‖ and 
―other;‖ categories for stage of cancer were changed to ―Stage I & II,‖ ―Stage III & IV,‖ 
and ―Unknown;‖ and categories for type of support were changed to ―spouse/partner,‖ 
―other family,‖ and ―friends/other supporters.‖  Results indicated that Time 2 respondents 
did not differ significantly by ethnicity [χ2 (1) = 0.65, p = .42], relationship status [χ2 (1) = 
0.14, p = .71], education [χ2 (1) = 0.07, p = .79], employment status [χ2 (1) = 0.02, p = 
.90], type of cancer [χ2 (1) = 0.16, p = .69], stage of disease [χ2 (2) = 0.30, p = .86], or 
main support person [χ2 (2) = 0.72, p = .70] when compared to Time 2 non-respondents.   
Two separate independent-sample t tests revealed no significant differences between 
Time 2 respondents and non-respondents by age, t(57) = 0.20, p = .85,  or time since 
diagnosis, t(54) = -0.27, p = .79.   It was not possible to determine if any significant 
differences existed between Time 2 respondents and non-respondents by type of 
treatment or treatment status (even when categories were collapsed) due to the limited 
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distribution of participants per cell (chi-square assumption of minimum expected cell 
frequency was violated).   
Measures 
 Received social support scale (see Appendix A).   Social support received from 
others was assessed by a 16-item scale.  The scale includes 10 items from the 40-item 
Inventory of Socially Supportive Behaviors (ISSB; Barrera, Sandler, & Ramsey, 1981) 
which are thought to assess three different types of social support: directive guidance 
(e.g., ―Suggested some action I should take), tangible assistance (e.g., ―Provided me with 
transportation), and emotional support (e.g., ―Expressed interest and concern for my well-
being‖).  Additionally, six items were added that were adapted from the Partner 
Responses to Cancer Inventory (e.g., Manne & Schnoll, 2001).  Two of these items were 
based on the ISSB and modified to be cancer-specific (e.g., ―Comforted me when I was 
upset about my experience with cancer‖), and four of the items were developed by 
Manne and Schnoll (e.g., ―Asked how I was feeling‖).   The response format used in the 
present study (adapted from Manne et al., 1997; Manne & Schnoll, 2001; Norton et al., 
2005) asked participants about directive guidance, tangible support, and emotional 
support received from both their main support person and also from other family and 
friends.  Participants were asked to rate support received on a scale of 1 (never responds 
this way) to 4 (often responds this way).  Only support received from the main support 
person was analyzed for the purpose of this study.  In addition, the total support score 
was used for hypothesis testing, although exploratory analyses were conducted to 
investigate the relationship between different types of support and the outcome variables.   
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 Finch et al. (1997) found support for the four-factor structure of the ISSB 
(Directive Guidance, Nondirective Support, Positive Social Exchange [emotional 
support], Tangible Assistance).  The authors reported that the four dimensions were 
differentially related to depressive symptoms (measured by the CES-D; Radolf, 1977) 
and life satisfaction (measured by the Satisfaction with Life Scale; Diener, Emmons, 
Larsen, & Griffen, 1984).  Specifically, emotional support was found to be significantly 
and negatively associated with depressive symptoms and a significant positive predictor 
of life satisfaction.  Manne and colleagues (1997) also found good internal consistency (α 
= .71) using a modified version of the ISSB that was specifically designed to use with 
individuals with cancer.   
 Unsupportive Social Interactions Inventory (USII; see Appendix B).  
Unhelpful responses from others were assessed by using a modified version of the USII 
(Ingram et al., 2001).  The USII is a 24-item self-report measure that asks participants 
how often they have received unsupportive behaviors from others regarding a specific 
stressor.  In the original version of the measure, respondents are asked to rate the items on 
a 5-point scale ranging from 0 (none) to 4 (a lot).  For the current study, in order to 
maintain consistency with the social support measure and to enhance readability, 
participants were asked to rate how often others have responded this way about the 
participants‘ experience with cancer, using a 4-point scale (ranging from 1 = never 
responds this way to 4 = often responds this way).   The USII yields four subscale scores 
as well as a total unsupportive social interactions score.  The four subscales are: (1) 
Distancing (e.g., ―Did not seem to want to hear about my experience with cancer‖); (2) 
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Bumbling (e.g., ―Seemed to be telling me what he or she thought I wanted to hear.‖); (3) 
Minimizing (e.g., ―Told me to be strong, to keep my chin up, or that I should not let it 
bother me‖); and (4) Blaming (e.g., ―In responding to me about my experience with 
cancer, this person seemed disappointed in me‖).  The total score was calculated by 
taking the mean of the individual‘s responses across the 24 items.  Responses for the total 
scale score can range from 1 – 4 with higher scores indicating more received 
unsupportive responses.   
The measure was normed on an undergraduate college population and yielded a 
good internal consistency reliability estimate for the total scale score (.86; Ingram et al., 
2001).  Investigators also assessed unsupportive interactions received by a sample of 
women with breast cancer and found very good internal consistency for the USII 
evidenced by a Cronbach‘s alpha of .89 (Figueiredo et al., 2004).  The USII also 
demonstrated good construct validity in that it was significantly correlated with measures 
of depressive symptoms and psychological distress (Figueiredo et al., 2004; Ingram et al., 
2001).  Ingram et al. (2001) also provided evidence for discriminant validity of the USII.  
The authors reported that none of the USII scales were associated with any of the ISSB 
(received social support) scales, indicating that unsupportive interactions and social 
support are two distinct constructs.   
Center for Epidemiologic Studies Depression Scale (CES-D; see Appendix C).  
Depressive symptoms were assessed using the CES-D (Radloff, 1977).  This is a 20-item 
measure that was developed to assess for depressive symptoms in the general population.  
The CES-D items are rated on a 4-point scale, ranging from 0 (rarely) to 3 (all of the 
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time) and reflect depressive symptoms such as, ―I talked less than usual‖ and ―I felt 
lonely.‖ The instructions indicate that participants should think about how they have felt 
over the past week when responding to the items.    
 Each item is summed to create a total score ranging from 0 to 60, with higher 
scores signifying greater depressive symptoms.  It has been common practice to interpret 
a mean of 16 or higher on the CES-D as an indicator of probable depression (e.g., Bamer, 
Cetin, Johnson, Gibbons, & Ehde, 2008).  Preliminary internal consistency evidence for 
the CES-D yielded a Cronbach‘s alpha of .85 in the instrument development study 
(Radloff, 1977).  Further reports have indicated strong reliability of the CES-D with 
individuals with cancer, with alpha ranging from .88 to .89 (Devins, Orme, & Costello, 
1988; Hann, Winter, & Jacobsen, 1999; Ward, Viergutz, Tormey, DeMuth, & Paulen, 
1992).   Test-retest reliability over 2-3 weeks using the CES-D with a sample of 
individuals with cancer yielded a moderate and significant correlation of .57 (Hann et al., 
1999).   Construct validity for the CES-D with cancer populations was supported by 
findings indicating that individuals with cancer reported more depressive symptoms than 
did healthy controls (Hann et al., 1999).  Furthermore, the CES-D was found to have 
good construct validity when used with cancer populations as evidenced by moderate to 
high correlations with measures of fatigue, anxiety, and global mental health functioning 
(Hann et al., 1999).   
 Positive States of Mind (PSOM; see Appendix D).   Positive affect was assessed 
by using the PSOM (Horowitz, Adler, & Kegeles, 1988).  The PSOM is a self-report 6-
item measure that was developed to assess six types of positive mood: focused attention, 
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productivity, responsible caretaking, restful repose, sensuous pleasure, and sharing.  
Individuals were asked to rate how able they have been to enter each state of mind in the 
past week on a 4-point scale ranging from 0 (Unable to have it) to 3 (Have it well).   For 
example, the item assessing responsible caretaking reads: “Feeling that you are doing 
what you should do to take care of yourself or someone else,‖ and the item assessing for 
sensuous nonsexual pleasure reads: ―Being able to enjoy bodily senses, enjoyable 
intellectual activity, doing things you ordinarily like, such as listening to music, enjoying 
the outdoors, lounging in a hot bath.‖  Each of the six items represents a different state of 
mind and is scored separately.  The six specific states of mind scores can then be summed 
for a total indicator of positive states of mind, which was done for the purpose of the 
present study.  It should be noted that the instrument development study used the above 
six items; however, the authors did note that it is possible to add a seventh item of sensual 
sexual pleasure (Horowitz et al., 1988).  That item was not added to the current study 
because a similar item is included in the health-related quality of life measure.    
 Internal consistency evidence revealed a Cronbach‘s alpha of .77 for the six items 
in the instrument development study (Horowitz et al., 1989).  Follow-up studies 
examining college students, pregnant women, and women undergoing amniocentesis, 
indicated adequate internal consistency ranging from .65 to .74 (Adler, Horowitz, Garcia, 
& Moyer, 1998).  Construct validity for the PSOM was evidenced by negative 
correlations ranging from -.36 to -.57 with the negative mood states on the Profile of 
Mood States subscales (POMS; Lorr, McNair, Douglas, & Fisher, 1982) such as tension, 
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depression, and anger.  Additionally, the PSOM was found to be positively correlated 
with ―vigor‖ (r = .45, p <.0001), a positive mood state on the POMS.    
Posttraumatic Growth Inventory (PTGI; Tedeschi & Calhoun, 1996; see 
Appendix F).  Posttraumatic growth was assessed by using the PTGI, a 21-item self-
report inventory that is designed to measure positive changes experienced after trauma 
(Tedeschi & Calhoun, 1996).  The instrument was developed based on responses from an 
undergraduate college sample and yields a total score as well as five subscale scores.  The 
five subscales are: (1) New possibilities (e.g., ―I developed new interests‖); (2) Relating 
to others (e.g., ―A sense of closeness with others‖); (3) Personal Strength (e.g., ―Knowing 
I can handle difficulties); (4) Spiritual change (e.g., ―I have a stronger religious faith‖), 
and (5) Appreciation of life (e.g., ―An appreciation for the value of my own life‖).  Items 
are rated based on a 6-point scale ranging from 0 (I did not experience this change as a 
result of my crisis [being diagnosed with cancer]) to 5 (I experienced this change to a 
very great degree as a result of my crisis [being diagnosed with cancer]).  Items are 
summed to create a total score which ranges from 0 – 105, with higher scores indicating 
more posttraumatic growth.   
Both the total PTGI score (α = 0.90) and the five separate subscales (α = 0.67 to 
0.85) demonstrated good internal consistency reliability in the instrument development 
study.  Test-retest reliability was also found to be adequate (α = 0.71) over a 2-month 
time interval. The PTGI has demonstrated strong internal consistency (α = 0.93 to 0.95) 
with samples of people with cancer (Cordova et al., 2001; Manne et al., 2004; Sears et al., 
2003; Widows et al, 2005).   
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Positive reappraisal (see Appendix G).  Positive reappraisal was assessed using 
the positive reinterpretation and growth subscale of the COPE inventory (Carver, Scheier, 
& Weintraub, 1989).  The COPE is a 60-item self-report inventory that taps into 15 
different coping strategies.  With few exceptions, the subscales are not strongly 
intercorrelated.  The lack of intercorrelation among the subscales indicates that it is 
possible to study the coping strategies separately (Carver et al., 1989).   Participants in 
the current study completed the 4-item positive reinterpretation and growth subscale of 
the COPE, in reference to their experience with cancer.  Participants were asked to rate 
the items on a response scale of 1 (I don’t do this at all) to 4 (I do this a lot).   An 
example of one such statement is, ―I try to see it [being diagnosed with cancer] in a 
different light, to make it seem more positive.‖ Items are summed to create a positive 
reappraisal coping score ranging from 4-16, with higher scores indicating the use of more 
positive reappraisal.   
Preliminary internal consistency of the situational positive reappraisal subscale 
demonstrated a Cronbach‘s alpha of .74 in the instrument development study (Carver et 
al., 1989).  Studies examining individuals with cancer have yielded internal consistencies 
ranging from .77 (Sears et al., 2003) to .82 (Manne et al., 2003).  Evidence for construct 
validity of the positive reappraisal subscale includes significant positive correlations with 
life satisfaction and positive affect, and a significant negative correlation with negative 
affect (Clark, Bormann, Cropanzano, & James, 1995). 
Demographic and disease questionnaire (see Appendix J).  Participants were 
asked to indicate their gender, age, race/ethnicity, level of education, relationship status, 
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employment status, socioeconomic status, and living arrangements.  They were also 
asked to identify their type of cancer, stage of cancer, and of the kind of cancer treatment 
they have undergone thus far (if applicable).   
 
 
Results 
 
Data Screening 
 
 Prior to analyzing the data, appropriate steps were taken to check for errors in the 
data set.  Frequencies were inspected for the categorical variables to ensure that the 
minimum and maximum values for each item were within the range of potential 
responses.  Descriptive statistics were run on the continuous variables to inspect the 
minimum, maximum, and mean values.  All variables were found to be within the range 
of possible responses.   
Missing Data 
 During data screening, items that had missing values were identified.  If more 
than 20% of items on a particular scale or subscale were missing, the participant was 
excluded from analyses that used that scale.  If less than 20% of items were missing, the 
missing data were imputed using mean substitution based on the participant‘s scores on 
other items in that particular scale.  For a small number of participants, missing data were 
imputed using this method of mean substitution for scales measuring depressive 
symptoms, positive emotion, social support, unsupportive interactions, posttraumatic 
growth, and reappraisal coping.  The number of participants for whom scores were 
imputed ranged from 1 on the CES-D scale, to 4 on both the received support and USII 
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scales.   Two participants had data that could not be imputed on specific scales due to 
excessive missing data.   
Preliminary Analysis 
Statistical tests were conducted to verify that the assumptions of regression 
analysis were met.  Assessment for outliers and the normality of the distribution for each 
dependent variable was completed through visual inspection of histograms, normal 
probability plots, and box plots of the distribution.  No violation of normality was 
detected.  However, four participants were identified as potential outliers based on their 
report of considerably lower scores on the Posttraumatic Growth Inventory (Tedeschi & 
Calhoun, 2004).  Specifically, one participant scored low on the domain of relating to 
others (subscale score = 4; mean for current sample = 24.21, SD = 6.79), and the other 
three participants endorsed lower scores on their experience of posttraumatic growth but 
did not demonstrate an overall restrictive response pattern (i.e., they endorsed some 
experience of personal growth for each domain).  Therefore these observations were 
found to be valid and these participants were not removed from any analyses.   
Internal Consistency Reliability 
 Cronbach‘s alpha was computed to assess internal consistency reliability on all 
scales and subscales used in the analyses (see Table 3).  Values from the total scale 
scores and subscales used in the main and exploratory analyses were found to be similar 
to those reported in previous research, demonstrating adequate internal consistency 
reliabilities (above .70), with the exception of tangible assistance which demonstrated 
lower internal consistency among the subscale items (α = .61).    
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Table 3 
Internal Consistency Reliability Estimates for Scales and Subscales 
 
Instrument                                                                                 Alpha 
 
Total Received Social Support       .82 
 Emotional Support        .72 
 Tangible Assistance        .61 
 Guidance          .79  
 
Unsupportive Social Interactions Inventory (USII) 
 Total          .92 
 Distancing         .87 
 Bumbling         .73 
 Minimizing         .77 
 Blaming         .80 
 
Positive Reappraisal (COPE)        .71 
  
Center for Epidemiological Studies Depression scale (CES-D)    .91 
           
Positive States of Mind (PSOM)       .83 
  
Posttraumatic Growth Inventory (PTGI) 
 Total          .93 
 Appreciation of Life        .78 
 New Life Possibilities        .84 
 Personal Strength        .82 
 Spiritual Change        .80 
 Relating to Others        .76  
 
Descriptive Analyses 
 
Means, standard deviations, and ranges for all measures used in the analyses for 
the current study are presented in Table 4.   The mean for the total scale score in the 
present study measuring received support was 58.31 (SD = 5.76; possible range = 16-64).  
The emotional support scale mean was 23.20 (SD = 1.67; possible range = 6-24), the 
tangible assistance scale mean was 14.24 (SD = 2.24; possible range = 4-16), and the 
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guidance scale mean was 20.85 (SD = 3.41; possible range = 6-24).  This author is not 
aware of any studies that have examined received social support with the precise measure 
used in the present study, thereby making direct mean comparisons difficult.  However, 
Roberts, Matecjyck, and Anthony (1996) investigated the relationship between social 
support (using a similar modified version of the ISSB) and depression among arthritic 
patients, and indicated that patients reported receiving moderately high emotional support 
(M = 28.29, SD = 7.14; possible range = 12-48) and relatively little tangible (M = 14.46, 
SD = 3.64; possible range = 9-36) and informational (M = 12.41, SD = 3.69; possible 
range = 7-28) support.   Although it is not possible to make a direct comparison, by 
visually scanning the means and ranges from both studies, the means on the emotional, 
tangible, and guidance support scales from the current study appear to be considerably 
higher, and more positively skewed, compared to the study investigating social support 
and arthritic patients.  In addition, the mean for the total scale score in the current study 
(M = 58.31, SD = 5.76) appeared similar to the mean Manne and colleagues (1997) 
reported using a related 10-item received support scale (adopted from the ISSB) for a 
sample of individuals diagnosed with cancer (M = 33.00, SD = 4.1; possible range = 20-
40).  Nonetheless, because the scale used in the current study has not been utilized in 
prior research, it is not possible to make direct mean comparisons.   
 The Unsupportive Interactions Inventory (USII; Ingram et al., 2001) was normed 
on a predominantly Caucasian college-aged sample.  Consistent with previous studies, 
the participants‘ reports of unsupportive interactions in the present study were relatively 
low.  However, because the scale was modified from a 5-point scale to a 4-point scale, to 
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enhance readability with the social support measure, it is difficult to make direct 
comparisons of means.  Nonetheless, the mean in the present study, which used 1 (= 
never responds this way) and 4 (= often responds this way) as scale anchors (M = 1.60, 
SD = 0.57), could be considered relatively lower when compared to the total score mean 
reported in the instrument development study, which had 0 (= none) and 4 (= a lot) as 
scale anchors (M = 1.27, SD = 0.66).  The means for the USII scale in the present study 
are slightly farther below the mid-point of the scale compared to the means reported in 
the instrument development study.  The mean USII total score in a study that looked at 
unsupportive interactions among women with breast cancer (M = 0.71, SD = .52) was 
also found to be below (1.29) the midpoint of the 5-point USII scale (Figueiredo, Fries, & 
Ingram, 2004).  Results from all three studies are similar in that the means for the USII 
were all below the midpoint of their respective scales.  This is congruent with previous 
research that has found ―negative support‖ behavior scales skewed toward the lower limit 
of the range (e.g., Manne et al., 1997; Rook, 1984).  Unlike the instrument development 
study and the study on women with breast cancer, both of which found the minimizing 
subscale to have the highest mean (M = 1.57, SD = 0.96 in the instrument development 
study; M = 1.13, SD =.93, in the women with breast cancer study), the present study 
found that individuals diagnosed with cancer reported that their main support person used 
bumbling (M = 1.89, SD = 0.71) when responding to their experience with cancer slightly 
more than minimizing (M = 1.79, SD = .72).   Again, it is important to note that it is not 
possible to make definitive direct mean comparisons using the current study‘s 4-point 
scale and previous studies‘ 5-point scale.   
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 The COPE (Carver et al., 1989) subscale was originally normed on a large 
undergraduate sample.  However, since its inception the scale has been used to measure 
coping styles among a variety of medical populations (e.g., Manne et al., 2004; Manne et 
al., 2008; Sears et al., 2003).  For the purpose of the present study the positive reappraisal 
subscale was used.  Compared to other studies that examined positive reappraisal, the 
participants in the present study reported similar levels of positive reappraisal coping (M 
= 12. 98, SD = 2.63).  In a study of women diagnosed with gynecologic cancers, Manne 
and colleagues (2008) reported that participants indicated using slightly less positive 
reappraisal at baseline (M = 11.08, SD = 3.35) and 3 months later (M = 11.39, SD = 3.42) 
compared to participants in the present study. 
The CES-D was originally developed in the general population (Radloff, 1977).  
It has since been used in college-aged and medical populations when assessing for 
depressive symptoms (e.g., Finch et al., 1997; Hann et al., 1999).  Scores on the CES-D 
in the current sample (M = 19.48, SD = 12.11; median = 19.0) were considerably higher 
than scores reported from a sample of women with stage IV breast cancer (median = 9.5; 
Stephton et al., 2009) and from a group of women beginning radiation for treatment of 
breast cancer (M = 10.9, SD = 8.9; Hann et al., 1999).  The CES-D has a high level of 
convergence with clinician ratings of depression at a cut-off level of 16 (McDowell & 
Kristjansson, 1996). Thirty-five of the participants in the present study (58%) scored 
higher than 16 after completing the Time 1 CES-D, indicating that the majority of 
participants may have been experiencing higher than average levels of distress at the time 
of survey completion.  
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The PSOM scale was normed with an undergraduate population.  The current 
study‘s mean on the PSOM (M = 13.00 SD = 4.11) is similar to that reported in the 
instrument development article (M = 12.41, SD = 3.09; Horowitz et al., 1988).   
The mean score on the Posttraumatic Growth Inventory in the present study was 
62.41 (SD = 22.40).  This is a lower than average mean compared to the total scale mean 
reported in the instrument development article which assessed a college-aged sample (M 
= 71.48, SD = 21.66; Tedeschi & Calhoun, 1996), and reports of posttraumatic growth in 
Malaysian individuals who had been diagnosed with a variety of types of cancer (M = 
73.12; SD = 6.55).  However, the mean score of the total PTGI from the current study is 
higher than the means reported for total posttraumatic growth in a study of colorectal 
cancer survivors (M = 43.8; SD = 29.6; Salsman et al., 2008), a study of Australians who 
had been diagnosed with one of several types of cancer (M = 59.29, SD = 22.36), and 
women recently diagnosed with breast cancer (M = 49.0; SD = 25.7; Manne et al., 2004).   
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Table 4   
Means, Standard Deviations, and Ranges of Scales and Subscales  
         Sample          Possible  
Instrument    Mean  SD   Range             Range 
 
Received Social Support  58.31  5.76  40.53-64   16-64  
 Emotional Support 
a
  23.20    1.67  16-24     6-24 
 Tangible Assistance 
b
  14.24  2.24    6-16     4-16 
 Guidance
b
   20.85  3.41   12-24     6-24  
 
Unsupportive Social Interactions 
Inventory
a
 
 Total    1.60    .57  1-3.38      1-4 
 Distancing   1.40    .65  1-3.50      1-4 
 Bumbling   1.89  .71  1-3.60      1-4 
 Minimizing   1.79    .72  1-3.50      1-4 
 Blaming   1.37    .56  1-3.30      1-4 
 
Positive Reappraisal (COPE)  12.98   2.63   4-16                4-16  
 
Center for Epidemiological Studies 
Depression scale   19.48  12.11    0-49    0-60 
  
Positive States of Mind scale
c  
13.00   4.11     3-18    0-18 
 
Posttraumatic Growth Inventory
 
       
Total     62.41   22.40    8-104  0-105 
Appreciation of Life  10.15     4.25      0-15    0-15  
New Life Possibilities  13.15     6.62      0-25    0-25 
Personal Strength  11.71     5.46      0-20    0-20 
Spiritual Change    6.17     3.54      0-10    0-10 
Relating to Others  24.21     6.79      4-35    0-35 
Note.  N = 60.  However, the sample size for some of the variables is smaller due to 
missing data.  
a
n = 58.  
b
n = 55.  
c
n =59.    
 
Correlations 
 Pearson correlations were computed to examine the relationships among variables 
used in hypothesis testing (see Table 5).  Total received support was not significantly 
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correlated with any of the outcome variables (depressive symptoms, positive affect, or 
posttraumatic growth).  On the other hand, consistent with hypotheses, participants‘ 
reports of unsupportive interactions were significantly and positively correlated with 
ratings of depressive symptoms (r = .31, p = .02).  Interestingly, unsupportive social 
interactions were also significantly associated with posttraumatic growth, but in an 
unexpected positive direction (r = .32, p = .02).  Also, unsupportive interactions were 
marginally negatively associated with positive affect (r = -.23, p = .08).   Positive 
reappraisal coping was found to be significantly associated with both positive emotion (r 
= .29, p = .03) and posttraumatic growth (r = .48, p = .00), and was marginally negatively 
related to depressive symptoms (r = -.23, p = .08).  There was not a significant 
relationship found between positive reappraisal and total social support (r = .01, p = .96) 
or unsupportive interactions (r = .16, p = .23).   
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Table 5  
Correlations Among Variables Tested in Hypotheses    
 1       2      3     4 5 6 
1. Received Support (total) ---      
2. Unsupportive Social Interactions 
      Inventory (total) 
-.19      ---       
 
3. Positive Reappraisal 
 
.01 
 
.16 
 
   ---  
     
 
4. Center for Epidemiological 
      Studies Depression scale 
 
-.14 
 
.31* 
 
-.23 
 
   ---  
   
 
5. Positive States of Mind scale 
 
-.01 
 
-.23 
 
  .29* 
 
.60** 
 
     ---  
 
 
6. Posttraumatic Growth Inventory   
 (total) 
 
.09 
 
.32* 
 
  .48** 
  
.05 
 
.19 
 
  --- 
Note.  *p < .05.  **p < .001.   
Potential Covariates   
 Analyses were conducted to test whether any demographic or disease variables 
were associated with any of the outcome variables (depressive symptoms, positive affect, 
or posttraumatic growth).  An independent-samples t test was conducted to compare the 
outcome scores for males and females.  There was no significant difference for males and 
females in scores on the CES-D, t(57) = -1.33, p = .83; PSOM, t(56) = 1.82, p = .35; or 
PTGI, t(57) = -0.37, p = .62; therefore, gender was not included as a potential covariate in 
hypothesis testing.  Due to the relatively higher emphasis in the literature on  
understanding psychosocial outcomes in women with breast cancer, an independent-
samples t test was conducted to compare the scores for individuals who had been 
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diagnosed with breast cancer to those diagnosed with all other types of cancer; no 
significant differences were found between disease site and any of the dependent 
variables: CES-D, t(49) = 1.31, p = .20; PSOM, t(48) = -0.85, p = .40; PTGI, t(49) = -
0.18, p = .86.  A series of independent-samples t tests were conducted to examine the 
association between the type of treatment participants received and outcome scores.  The 
categories for type of treatment were collapsed into ―one type of treatment: surgery, 
chemotherapy or radiation,‖ and ―combination of treatments,‖ due to small sample sizes 
within each cell.  Results indicated that the outcome variables did not differ by type of 
treatment: CES-D, t(54) = 0.92, p = .36; PSOM, t(53) = -1.49, p = .14; PTGI, t(54) = 
1.49, p = .14.   An independent-samples t test was also conducted to compare the 
outcome scores for individuals who had completed treatment and those who were still 
undergoing treatment at the time they completed the Time 1 survey.  There was no 
significant difference according to treatment status for scores on the CES-D, t(53) = -
0.59; p = .56, PSOM, t(52) = 1.00, p = .32; or PTGI, t(53) = -0.99, p = .33.      
Pearson correlations were calculated to determine if the variables age or time 
since diagnosis were significantly associated with depressive symptoms, positive affect, 
or posttraumatic growth.  Age was not significantly correlated with participants‘ scores 
on the CES-D (r = -.01, p = .96), PSOM (r = .04, p = .78), or PTGI (r = -.17, p = .20).  A 
marginally significant correlation was found between time since diagnosis and depressive 
symptoms (CES-D; r = .23, p = .09), indicating that a positive relationship between 
months elapsed since diagnosis and depressive symptoms may exist.  Time since 
diagnosis was also found to have a marginally significant relationship with posttraumatic 
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growth (PTGI; r = .25, p = .06), indicating that there may be a positive association 
between time since diagnosis and increased personal growth.  There was no significant 
association between time since diagnosis and positive emotion, (PSOM; r = -1.60, p = 
.25).  Due to the marginally significant correlations between time since diagnosis and 
depressive symptoms and posttraumatic growth, as well as previous literature that has 
documented similar associations (e.g., Manne et al., 2004; Sears et al., 2003), time since 
diagnosis was controlled for in all hypotheses testing.   
 One-way ANOVAs were conducted to determine if ethnicity, education, income, 
employment status, relationship status, cancer stage, type of cancer, type of treatment, or 
type of main supporter were associated with any of the outcome variables.  Only three 
participants endorsed identifying with an ethnicity (Asian/Pacific Islander and ―Bi-
racial‖) other than Caucasian or African American, therefore these participants‘ scores 
were merged to encompass a new variable, ―Other.‖  Similarly, due to the limited 
variability within some cells of a given subsample, several other variables were collapsed 
to create fewer categories within each variable (and a more even distribution).  The 
categories for education were collapsed into ―less than a high school degree,‖ ―high 
school diploma,‖ ―some college,‖ and ―college degree or higher.‖ Income categories were 
collapsed into ―less than $20,000,‖ ―20,001-40,000‖, ―40,001-80,000,‖ and ―80,001 and 
greater.‖ Relationship categories were also collapsed into ―married,‖ 
―partnered/significant other,‖ ―separated/divorced,‖ ―widowed,‖ and ―single.‖ 
Additionally, due to the small sample sizes and wide variability of ―cancer types,‖ new 
variables were created.  For instance, participants who indicated being diagnosed with 
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peritoneal, ovarian, cervical, vulva, or uterine cancer were included under ―gynecological 
cancer.‖ Those who reported being diagnosed with ―throat‖ or ―mouth‖ cancer were 
included under the category of ―head and neck cancer.‖  
 Results of these analyses showed that ethnicity was not significantly related to the 
outcome variables: CES-D, F(2, 57) = 0.34, p = .72; PSOM, F(2, 56) = 0.09, p = .91; 
PTGI, F(2, 57) = 1.64, p = .20.  Likewise, the scores on the outcome variables did not 
differ significantly based on level of education: CES-D, F(3, 54) = 1.83, p = .15; PSOM, 
F(3, 53) = 0.80, p = .50; PTGI, F(3, 54) = 0.43, p = .73.  It is important to note that that 
there was a violation of the assumption of the homogeneity of variance, as indicated by 
Levene‘s test, on analyses that were run with the PSOM scale and education.  Therefore, 
the Welch and Brown-Forsythe tests were used, to correct for the violation, in conducting 
the aforementioned analyses concerning education (and as reported, were not significant).  
Income was not significantly related to the outcome variables: CES-D, F(3, 55) = 2.13, p 
= .12; PSOM, F(3, 54) = 0.92, p = .44; PTGI, F(3, 55) = 1.33, p = .27.  The Welch and 
Brown-Forsythe tests were used to correct for the violation of homogeneity of variance 
for the analyses examining the association between income and participants‘ scores on 
the CES-D.  The scores on the outcome variables did not differ significantly based on 
employment status: CES-D, F(2, 56) = 0.90, p = .41; PSOM, F(2, 55) = 0.24, p = .79; 
PTGI, F(2, 56) = 1.44, p = .25.   Relationship status was also not significantly related to 
the outcome variables: CES-D, F(4, 54) = 1.19, p = .33; PSOM, F(4, 53) = 0.81, p = .52; 
PTGI, F(4, 54) = 2.06, p = .10.  The Welch and Brown-Forsythe tests were used to 
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correct for the violation of homogeneity of variance for the analyses examining the 
association between relationship status and participants‘ scores on the CES-D. 
There were no significant differences found among type of cancer and scores on 
the CES-D, F(5, 45) = 0.90, p = .49, PSOM, F(5, 44) = 0.51, p = .77, or PTGI, F(5, 45) = 
.90, p = .49.  Similarly, the outcome variables of the present study did not differ 
significantly depending on participants‘ stage of cancer: CES-D, F(4, 50) = 1.67, p = .17, 
PSOM, F(4, 49) = 1.38, p = .26, PTGI, F(4, 50) = 0.72, p = .58.   It is noteworthy that 
there was a violation of the assumption of the homogeneity of variance, as indicated by 
Levene‘s test, on analyses that were run with the dependent variables and stage of cancer.  
This violation is likely the result of the small sample size of Stage I (n = 6) and Stage IV 
(n = 5).  Therefore, the Welch and Brown-Forsythe tests were used, to correct for the 
violation, in conducting the aforementioned analyses concerning stage of cancer (which 
were not significant).  Type of main support person was also not significantly related to 
the outcome variables: CES-D, F(6, 53) = 0.57, p = .76; PSOM, F(6, 52) = 0.50, p = .81; 
PTGI, F(6, 53) = 1.09, p = .28.  The Welch and Brown-Forsythe tests were used to 
correct for the violation of homogeneity of variance for the analyses examining 
differences between type of main support person and participants‘ scores on the PTGI. 
Testing of Hypotheses 
 Hypothesis 1.  Social support received by individuals recently diagnosed with 
cancer from their primary support person will account for a significant amount of 
variance in cancer patients‘ reports of depressive symptoms, positive affect and 
posttraumatic growth, after controlling for time since diagnosis.  Specifically, it is 
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predicted that individuals with cancer who report having more social support will also 
report fewer depressive symptoms, more positive affect, and more posttraumatic growth. 
 Analyses of Hypothesis 1.  Three separate hierarchical multiple regression 
analyses were conducted to examine the relationship between received support and the 
outcome variables (see Table 6).  In the first hierarchical regression equation, depressive 
symptoms were analyzed.  In this analysis, time since diagnosis was entered in the first 
step of the equation and the total received support score from Time 1 was entered in the 
second step.  The overall model was not significant F(2, 51) = 1.83, p = .17.  Step 1 of 
the model shows that there was a marginally significant association between time since 
diagnosis and distress, as time since diagnosis accounted for 5.2% of the variance in 
distress, F(1, 52) = 2.83, p = .09.  Total received social support accounted for only 1.5% 
of unique variance in depressive symptoms after controlling for time elapsed since 
diagnosis, ∆F(1, 51) = 0.84, p = .35.  Therefore, this specific hypothesis was not 
supported.   
In the second hierarchical regression equation, positive affect was examined.  In 
this equation time since diagnosis was entered in the first step and the total received 
social support score was entered in the second step.  Step 1 of the model shows that there 
was not a significant association between time since diagnosis and positive emotion, as 
time since diagnosis accounted for only 2.5% of the variance in positive emotion, F(1, 
52) = 1.34, p = .25.  Step 2 of the model illustrates that received social support did not 
significantly account for participants‘ variance in positive emotion (∆R2 = .00) after 
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controlling for time since diagnosis, ∆F(1, 51) = 0.02, p = .89.  Therefore, this specific 
hypothesis was also not supported.   
In the third hierarchical regression equation, posttraumatic growth was analyzed.  
In this equation time since diagnosis was entered in the first step, and the total received 
social support score was entered in the second step.  Step 1 of the model shows that there 
was a marginally significant association between time since diagnosis and posttraumatic 
growth, with time since diagnosis accounting for 6% of the variance in posttraumatic 
growth, F(1, 52) = 3.31, p = .07.  Step 2 of the model however, illustrates that received 
social support did not significantly account for participants‘ variance in posttraumatic 
growth (∆R2 = .01) after controlling for time since diagnosis, ∆F(1, 51) = 0.63, p = .43.  
Therefore, this hypothesis was also not supported.   
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Table 6 
Summary of Hierarchical Regression Analyses for Received Support Predicting 
Depressive Symptoms, Positive Affect, and Posttraumatic Growth  
Variable df R
2
 ΔR2 ΔF  B SE B   β      t 
 
Predicting Depressive Symptoms 
Step 1 1, 52 .05 .05   2.83       
   Time since  
   diagnosis 
     0.84 0.50 .23   1.68 
         
           
Step 2 2, 51 .07 .02   0.84       
   Received Support
a
      -0.26 0.29 -.12  -0.92 
 
Predicting Positive Affect 
 
Step 1 1, 52 .03 .03   1.34       
   Time since  
    diagnosis 
     -0.20 0.17 -.16  -1.16 
           
Step 2 
   Received Support 
    
2, 51 .03  .00   0.21   
 -0.01 
 
 
 0.10 
 
-.02 
 
 
 
-0.15 
 
Predicting Posttraumatic Growth 
 
Step 1 1, 52 .06 .06   3.31       
   Time since  
    diagnosis 
     1.71 0.92 .25   1.82 
           
Step 2 2, 51 .07 .01   0.63       
   Received Support 
 
     0.42 0.53 .12   0.79 
              
Note.  Beta weights are reported for each separate step of the regression equation.   
a
Received Support = Items from Emotional Support, Tangible Assistance, and Guidance 
Subscale from Inventory of Socially Supportive Behaviors, with additional  items 
adopted from Manne and Schnoll (2001).   
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Hypothesis 2.  Unsupportive interactions received from individuals recently 
diagnosed with cancer from their primary support person will account for a significant 
amount of variance in cancer patients‘ reports of depressive symptoms, positive emotion, 
and posttraumatic growth, after controlling for time since diagnosis.  Specifically, it was 
predicted that individuals recently diagnosed with cancer who experience more 
unsupportive interactions will report more depressive symptoms, less positive affect, and 
less posttraumatic growth.   
Analysis of Hypothesis 2.   Three separate hierarchical multiple regression 
analyses were conducted to examine the association between unsupportive responses 
from others and the three outcome variables (see Table 7).  In the first hierarchical 
regression equation, depressive symptoms were examined.  Time since diagnosis was 
entered in the first step of the equation, and the total score from the Time 1 USII was 
entered in the second step.  The overall model was significant, F(2, 51) = 5.32, p = .01.  
Step 1 of the model shows that there is a marginally significant association between time 
since diagnosis and depressive symptoms, with time since diagnosis accounting for 5.2% 
of the variance, F(1, 52) = 2.83, p = .09.  Step two of the model indicates that 
unsupportive interactions received by participants from their main support person 
significantly predicted 12.1% of unique variance in depressive symptoms above and 
beyond what was accounted for by time since diagnosis, ∆F(1, 51) = 7.46, p = .01.  
Examination of the beta weights indicated that the more unsupportive responses received 
by participants in relation to their experience with cancer, the more depressive symptoms 
they tended to report.  Therefore, this specific hypothesis was supported.   
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In the second hierarchical regression equation, positive affect was analyzed.  
Time since diagnosis was entered in the first step of the equation, and the total score from 
the Time 1 USII was entered in the second step.  The overall model was marginally 
significant, F(2, 51) = 2.61, p = .08.  Step 1 of the model shows that there was not a 
significant association between time since diagnosis and positive emotion, with time 
since diagnosis accounting for 2.5% of the variance, F(1, 52) = 1.34, p = .25.  Step two of 
the model indicated that unsupportive interactions received by participants from their 
main support person predicted 6.8% of unique variance in positive emotion above and 
beyond what was accounted for by time since diagnosis, ∆F(1, 51) = 3.80 p = .06.  
Therefore, this specific hypothesis was not statistically supported, but demonstrates a 
trend in the predicted direction (based on examination of beta weights): the more 
unsupportive interactions an individual with cancer received, the less positive emotion 
such an individual experienced.   
In the last hierarchical regression equation, posttraumatic growth was examined.  
Time since diagnosis was entered in the first step and the Time 1 total USII score was 
entered in the second step of the analysis.  The overall model was found to be significant 
F(2, 51) = 5.92, p = .01.  Step two of this model shows that unsupportive interactions 
received by individuals recently diagnosed with cancer from their main support person 
accounted for 12.9% of unique variance in posttraumatic growth above and beyond what 
was accounted for by time since diagnosis, ∆F(1, 51) = 8.08, p = .01.  Interestingly, the 
more unsupportive interactions one endorsed receiving from their main support person, 
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the more posttraumatic growth one reported experiencing.  Therefore, although a 
relationship was found, it was in the opposite direction from what was hypothesized.  
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Table 7 
Summary of Hierarchical Regression Analyses for Unsupportive Social Interactions 
Predicting Depressive Symptoms, Positive Affect, and Posttraumatic Growth  
Variable df R
2
 ΔR2 ΔF  B SE B β      t 
 
Predicting Depressive Symptoms 
Step 1 1, 52 .05 .05   2.83       
   Time since  
   diagnosis 
     0.84  0.50 .23  1.68 
         
           
Step 2 2, 51  .17 .12   7.46       
   USII
a
      7.49  2.74   .35   2.73** 
 
Predicting Positive Affect 
 
Step 1 1, 52 .03 .03   1.34       
   Time since  
    diagnosis 
     -0.20 0.17 -.16  -1.16 
           
Step 2 
   USII 
    
2, 51 .09  .07   3.80   
 -1.90 
 
 
0.97 
 
-.26 
 
 
 
-1.95 
 
Predicting Posttraumatic Growth 
 
Step 1 1, 52 .06 .06   3.31       
   Time since  
    diagnosis 
     1.67 0.92 .25  1.82 
           
Step 2 2, 51 .19 .13   8.08       
   USII 
 
     14.28 5.02 .36  2.84** 
              
Note.  Beta weights are reported for each separate step of the regression equation.   
 
a
USII = Unsupportive Social Interactions Inventory.   
*p <  .05.   **p < .01. 
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Hypothesis 3.   Positive reappraisal coping will mediate the relationship between 
received social support and posttraumatic growth (see Figure 3).  Specifically, more 
received social support will be associated with greater positive reappraisal, which in turn 
will be associated with more posttraumatic growth.   
Analysis of Hypothesis 3.   To determine if a mediation effect exists, four 
conditions must be met, according to Barron and Kenny (1986).  First, the predictor 
(received social support) must be significantly associated with the outcome variable 
(posttraumatic growth).  Second, the predictor must be significantly associated with the 
mediator (positive reappraisal coping).  Third, the mediator must be significantly 
associated with the outcome variable.  Last, after controlling for positive reappraisal, the 
association between social support and posttraumatic growth must be significantly 
reduced.  As reported for the first hypothesis, received support from others was not found 
to be associated with posttraumatic growth after controlling for covariates.  Therefore, no 
further analyses were run for this mediation hypothesis.     
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Figure 3.  Illustration of hypothesis about a mediation effect between social support, 
positive reappraisal coping and posttraumatic growth.   Mediation exists when path c is 
significantly reduced after taking positive reappraisal into account. 
 
Exploratory Analyses 
 Several exploratory analyses were conducted in an effort to understand the results 
previously described.  Specifically, the subscales that included the social support and 
unsupportive interactions measures were more closely investigated in an attempt to 
further understand the present study‘s findings.  In addition, longitudinal analyses were 
conducted to examine predictors of the outcome variables over time.  However, results of 
the longitudinal analyses should be interpreted cautiously and be considered only as 
trends in the data.  Insufficient power was noted using Time 2 data (.35) because of the 
small sample size (n = 30).   
 Because posttraumatic growth was the dependent variable of interest and the 
variable that is least understood in the literature, Pearson correlations were calculated to 
explore the relationship between the PTGI (total score and subscale scores) and several 
Social 
Support 
Positive 
Reappraisal 
Coping 
Posttraumatic 
Growth 
a b 
c 
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other interpersonal variables not analyzed in hypothesis testing.  Correlations were 
computed to examine possible relationships between different types of social support and 
distress, positive emotion, posttraumatic growth, and the posttraumatic growth subscales 
at Time 1 (see Table 8).  The received emotional, tangible assistance, and guidance 
support subscales were examined and no relationship was found between any subscale 
and the total posttraumatic growth scale: emotional support, r = -.06, p = .63; tangible 
assistance, r = .13, p = .35; guidance, r = .11, p = .40. Furthermore, when examining the 
relationships among the total received support score, emotional support, tangible 
assistance, and guidance subscales, and the five subscales of the PTGI, guidance was 
found to be significantly and positively associated with new life possibilities (r = .28, p = 
.03) and the total received support score was marginally related to new life possibilities   
(r = .23, p  = .09).  There were no other significant relationships found among the 
received support variables and the subscales of the PTGI. 
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Table 8   
Correlations Among Total Scores and Subscales for Received Support and PTGI 
Note.  *p < .05.   
Because the results from the main hypotheses indicated a significant and positive 
relationship between unsupportive social interactions and depressive symptoms, the 
subscales of the USII were examined to further understand the relationship between types 
of unsupportive responses and depressive symptoms.  Correlation analyses revealed that 
minimizing (r = .27, p = .04), blaming (r = .29, p = .03), and bumbling (r = .27, p = .04) 
responses at Time 1 were all significantly and positively associated with depressive 
symptoms at Time 1.  Furthermore, distancing (r = .24, p = .07) was marginally related to 
participants‘ reports of depressive symptoms (see Table 9).    
Interestingly, results from the main hypotheses indicated a significant and positive 
relationship between unsupportive social interactions and posttraumatic growth.  
 
    
Total Support Emotional Tangible Guidance 
CES-D        -.14         -.17 -.17      -.02 
PSOM        -.01 .10 .00      -.10 
Total PTGI         .09         -.06 .13 .11 
Appreciation of Life         .03 
 
        -.06 .03 .07 
New Possibilities         .23 
 
        -.04 .20   .28* 
Personal Strength         .01         -.13 .02 .07 
Spiritual Change       -.10         -.20 .04      -.11 
More Meaningful 
Relationships        .11 .07 .17 .05 
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Therefore, the subscales from the USII and the Posttraumatic Growth Inventory were 
examined more closely in an effort to further understand this relationship.  Correlation 
analyses revealed that the bumbling subscale from the USII (r = .33, p = .01) and the 
minimizing subscale from the USII (r = .34, p = .01) were both significantly and 
positively associated with the total score from the Posttraumatic Growth Inventory.  
Moreover, the relationship among the subscales and total scores of the USII and PTGI 
were also examined in an effort to further understand their association (see Table 9).  
Correlation analyses revealed that the total USII support score was significantly and 
positively associated with the new life possibilities (r = .32, p = .01), personal strength (r 
= .32, p = .02), and spiritual change (r = .30, p = .03) subscales from the PTGI.  
Additional correlation analyses showed that the minimizing subscale from the USII was 
significantly and positively related with the new life possibilities (r = .32, p = .01), 
personal strength (r = .33, p = .01), and spiritual change (r = .33, p = .01) subscales from 
the PTGI.  The distancing subscale from the USII was positively and significantly 
associated with spiritual change (r = .27, p = .04).  Bumbling, from the USII, was found 
to be significantly and positively related to new possibilities (r = .36, p = .01) and 
personal strength (r = .33, p = .01).  There was no significant association between the 
blaming subscale of the USII and any of the PTGI subscales. 
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Table 9   
Correlations Among Total Scores and Subscales for USII, CES-D, and PTGI 
*p < .05.  **p < .01.   
 
Longitudinal Analyses 
 
All scales used in exploratory Time 2 analyses were found to have strong internal 
consistency reliabilities (alphas above .80).  Participants‘ reports of personal growth were 
slightly higher at Time 2 (M = 66.53, SD = 21.24) compared to Time 1 (M = 63.04, SD = 
22.45). However, a paired-samples t test indicated that this difference was not statistically 
significant, t(29) = -0.90, p = .34. Similarly, there was not a statistically significant 
difference between participants‘ scores on the Time 1 PSOM (M = 12.37, SD = 4.54) and 
the Time 2 PSOM (M = 13.20, SD = 4.66), t(29) = -1.04, p = .31. Participants‘ reports of 
depressive symptoms did not differ significantly from Time 1 (M = 18.97, SD = 12.07) to 
Time 2 (M = 17.37, SD = 11.93), t(29) = -0.64, p = .53. There were no significant 
 Total USII Minimizing Distancing Blaming Bumbling 
CES-D       .31*       .27*       .24    .29*     .27* 
Total PTGI       .32*       .34*       .23    .17     .33* 
Appreciation of Life       .16 
 
      .18       .12    .12     .15 
New Possibilities       .32* 
 
      .32*       .23    .17     .36** 
Personal Strength       .32*       .33*       .23    .18     .33* 
Spiritual Change       .30*       .33*       .27*    .16     .24 
More Meaningful 
Relationships       .22       .24       .15    .10     .26 
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differences between Time 2 respondents and non-respondents on any of the Time 1 
outcome variables.   
Gender was found to be significantly associated with participants‘ reports of Time 
2 depressive symptoms, t(28) = -2.72, p = .01, and positive emotion, t(28) = 2.47, p = .04, 
with men generally reporting more depressive symptoms and less positive emotion as 
compared to women.  There was no significant difference found between men and 
women and their reports of posttraumatic growth at Time 2.  Therefore, to maximize 
statistical power, gender was controlled for only with analyses examining depressive 
symptoms and positive emotion.  No other covariates were identified.    
Exploratory Longitudinal Hypothesis 1.  Social support received by individuals 
recently diagnosed with cancer from their primary support person at Time 1 accounts for 
a significant amount of variance in cancer patients‘ reports of depressive symptoms, 
positive emotion, and posttraumatic growth at Time 2 (3 months later).  Specifically, it 
was predicted that individuals with cancer who reported having more social support at 
Time 1 would also report fewer depressive symptoms, more positive emotion, and more 
posttraumatic growth at Time 2. 
Analysis of Exploratory Longitudinal Hypothesis 1.  Three separate hierarchical 
multiple regression equations were conducted to examine the association between 
received social support from others and the three outcome variables (see Table 10).  In 
the first exploratory hierarchical regression equation, depressive symptoms at Time 2 
were examined.  Individuals‘ reports of depressive symptoms at Time 1 were entered in 
the first step of the equation.  Gender was entered in the second step of the equation, and 
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the total received social support score was entered in the last step.  The overall model was 
significant, F(3, 26) = 3.74, p = .02.  However, Step 3 of the model indicated that total 
received support did not account for a statistically significant amount of variance in 
participants‘ reports of Time 2 depressive symptoms after taking Time 1 depressive 
symptoms and gender into account, ∆R2 = .02; ∆F(1, 26) = 0.57, p = .46.   Therefore, this 
specific exploratory hypothesis was not supported.   
In the second exploratory hierarchical regression analysis, positive emotion at 
Time 2 was examined.  Individuals‘ reports of positive emotion at Time 1 were entered in 
the first step of the equation.  Gender was entered in the second step of the equation, and 
the total score from the Time 1 received support score was entered in the last step.  
Similar to the previous analysis, the overall model was significant, F(3, 26) = 7.15, p = 
.001.  However, Step 3 of the model indicated that received support did not account for a 
statistically significant amount of variance in participants‘ reports of positive emotion at 
Time 2 after taking Time 1 positive emotion and gender into account, ∆R2 = .004; ∆F(1, 
26) = 0.21, p = .65.    Therefore, this specific exploratory hypothesis was also not 
supported. 
In the third exploratory hierarchical regression analysis, posttraumatic growth at 
Time 2 was analyzed.  Individuals‘ reports of posttraumatic growth at Time 1 were 
entered in the first step of the equation.  The total score from the Time 1 received support 
score was entered in the second step.  Consistent with the previous analyses, the overall 
model was significant, F(2, 27) = 5.29, p = .01.  However, Step 2 of the model indicated 
that received support did not account for a statistically significant amount of variance in 
 104  
participants‘ reports of posttraumatic growth at Time 2 after taking Time 1 posttraumatic 
growth into account, ∆R2 = .00; ∆F(1, 27) = 0.15, p = .70.    Therefore, this specific 
exploratory hypothesis was also not supported. 
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Table 10   
Summary of Exploratory Longitudinal Hierarchical Regression Analysis for Received 
Social Support Predicting Depressive Symptoms, Positive Affect, and Posttraumatic 
Growth 
Variable df R
2
 ∆R2  ∆F B SE B β     t 
   Predicting Depressive Symptoms   
Step 1 1, 28 .13 .13  4.00     
 Time 1 CES-D       0.35 0.17 .35  2.00 
Step 2 2, 27 .29 .16  6.10     
 Gender      11.63 4.71 .41  2.47* 
Step 3 3, 26 .30 .02  0.57     
 Time 1 Support      -0.26 0.35 -.13 -0.76 
   Predicting Positive Affect   
Step 1 1, 28 .30 .30  12.00     
 Time 1 PSOM       0.62 0.18 .55  3.46** 
Step 2 2, 27 .45 .15  7.26     
 Gender      -4.42 1.64 -.40 -2.69* 
Step 3 3, 26 .45 .00  0.21     
 Time 1 Support      -0.05 0.12 -.07 -0.46 
   Predicting Posttraumatic Growth    
Step 1 1, 28 .28 .28  10.75     
 Time 1 PTGI       0.50 0.15 .53 3.28** 
Step 2 2, 27 .28 .00  0.15     
 Time 1 Support      -0.23 0.60 -.06 -0.39 
Note.  Beta weights are reported for each separate step of the regression equation. 
*p < .05.  **p < .01. 
 
Exploratory Longitudinal Hypothesis 2.  Unsupportive responses received by 
individuals recently diagnosed with cancer from their primary support person at Time 1 
accounts for a significant amount of variance in cancer patients‘ reports of depressive 
symptoms, positive emotion, and posttraumatic growth at Time 2 (3 months later).  
Specifically, it was predicted that individuals with cancer who reported having more 
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unsupportive interactions at Time 1 would also report more depressive symptoms, less 
positive emotion, and less posttraumatic growth at Time 2. 
Analysis of Exploratory Longitudinal Hypothesis 2.  Three separate hierarchical 
multiple regression analyses were conducted to examine the association between 
unsupportive interactions received from others at Time 1 and the three outcome variables 
at Time 2 (see Table 11).  In the first exploratory hierarchical regression equation, 
depressive symptoms at Time 2 were examined.  Individuals‘ reports of depressive 
symptoms at Time 1 were entered in the first step of the equation.  Gender was entered in 
the second step of the equation, and the total score from the USII was entered in the last 
step.  The overall model was significant, F(3, 26) = 10.39, p = .00.  The last step of this 
model shows that unsupportive responses that individuals recently diagnosed with cancer 
received from their main support person at Time 1 accounted for 26% of unique variance 
in depressive symptoms above and beyond what was accounted for by Time 1 depressive 
symptoms and gender, ∆F(1, 26) = 14.78, p = .001.  These results are in the expected 
direction, meaning that the more unsupportive social interactions individuals received at 
baseline, the more depressive symptoms they endorsed 3 months later.    
In the second exploratory hierarchical regression analysis, positive emotion at 
Time 2 was examined.  Individuals‘ reports of positive emotion at Time 1 were entered in 
the first step of the equation.  Gender was entered in the second step of the equation, and 
the total score from the Time 1 USII was entered in the last step.  The overall model was 
significant, F(3, 26) = 8.10, p = .001.  However, Step 3 of the model indicated that  
unsupportive social interactions did not account for a statistically significant amount of 
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variance in participants‘ reports of positive emotion at Time 2 after taking Time 1 
positive emotion and gender into account, ∆R2 = .03; ∆F(1, 26) = 1.73, p = .20.    
Therefore, this specific exploratory hypothesis was also not supported. 
In the third exploratory hierarchical regression analysis, posttraumatic growth at 
Time 2 was analyzed.  Individuals‘ reports of posttraumatic growth at Time 1 were 
entered in the first step of the equation.  The total score from the Time 1 USII score was 
entered in the last step.  The overall model was significant, F(2, 27) = 7.09, p = .003.  
However, Step 2 of the model indicated that unsupportive interactions did not account for 
a statistically significant amount of variance in participants‘ reports of posttraumatic 
growth at Time 2 after taking Time 1 posttraumatic growth account, ∆R2 = .07; ∆F(1, 27) 
= 2.75, p = .11.   Therefore, this specific exploratory hypothesis was also not supported. 
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Table 11 
Summary of Exploratory Longitudinal Hierarchical Regression Analysis for Received 
Social Support at Time 1Predicting Depressive Symptoms, Positive Affect, and 
Posttraumatic Growth at Time 2 
Variable df R
2
 ∆R2  ∆F B SE B β      t 
   Predicting Depressive Symptoms   
Step 1 1, 28 .13 .13  4.00     
 Time 1 CES-D       0.35 0.17 .35    2.00 
Step 2 2, 27 .29 .16  6.10     
 Gender      11.63 4.71 .41    2.47* 
Step 3 3, 26 .55 .26  14.78     
 Time 1 USII      11.24 2.92 .54    3.85** 
   Predicting Positive Affect   
Step 1 1, 28 .30 .30  12.00     
 Time 1 PSOM       0.62 0.18 .55    3.46** 
Step 2 2, 27 .45 .15  7.26     
 Gender      -4.42 1.64 -.40   -2.69 
Step 3 3, 26 .49 .03  1.73     
 Time 1 USII      -1.57 1.2 -.19   -1.31 
   Predicting Posttraumatic Growth   
Step 1 1, 28 .28 .28  10.75     
 Time 1 PTGI       0.50 0.15 .53    3.28** 
Step 2 2, 27 .34 .07  2.75     
 Time 1 USII      10.15 6.12 .27    1.66 
Note.  Beta weights are reported for each separate step of the regression equation. 
*p < .05.  **p < .01.   
 
Finally, exploratory correlational analyses were run in an effort to further 
appreciate the relationship between interpersonal variables at Time 1 and positive 
reappraisal coping, depressive symptoms, positive emotion, and posttraumatic growth at 
Time 2 (see Table 12).   Analyses indicated that received emotional support at Time 1 
was significantly and positively related to positive reappraisal at Time 2 (r = .38, p = 
.04).  No other significant relationships were discovered.   
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Table 12 
  Exploratory Correlational Analyses Among Time 1 Social Support Scores and  
  Positive Reappraisal Coping, Psychological Distress, Positive Emotion, and   
 Posttraumatic Growth at Time 2 
Time 1 Variables 
Time 2 Variables         
 
Total 
Support 
Emotional 
Support 
Tangible 
Assistance 
Guidance 
     
Positive Reappraisal       .20      .38*       .01       .08 
CES-D      -.10     -.18      -.15       .03 
PSOM      -.13     -.07      -.05      -.21 
PTGI      -.01     -.18      -.05       .07 
 
Note.  *p < .05.         
 
 
Discussion  
 
 
 The purpose of the present study was to investigate the relationship between 
individuals‘ experience of being diagnosed with cancer and three outcome variables: 
depressive symptoms, positive affect, and posttraumatic growth. Specifically, the aim of 
this study was to broaden the literature concerning the correlates of posttraumatic growth, 
namely received social support and unsupportive social interactions, through the 
framework of Folkman‘s (1997) revised transactional model of stress and coping. The 
findings of the present study are summarized below and are integrated with the 
previously published literature. Following the summary is a discussion about the 
implications of the findings. Last, strengths and limitations of the present study are 
addressed.  
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Summary of Findings 
 Hypothesis 1. The present study had three major hypotheses. The first hypothesis 
asserted that social support received by participants from their main support person, 
about their experience with cancer, would be significantly associated with depressive 
symptoms, positive affect, and posttraumatic growth, after controlling for any covariates. 
Results of the regression analyses did not support this hypothesis.  
Research that has examined the relationship between perceived social support and 
posttraumatic growth, in both medical and general samples, has yielded mixed findings 
(e.g., Cordova et al., 2001; Park, 1996, Schulz & Mohamed, 2004; Widows et al., 2005). 
The present study is congruent with findings in the literature that have reported there is 
not a significant association between perceived social support and posttraumatic growth 
(e.g., Cordova et al., 2001; Weiss, 2004; Widows et al., 2005). Perceived support has 
been more strongly related to adjustment to illness when compared to received support. 
However, received support is also the type of support that is most rarely investigated 
(Sarason, Sarason, & Pierce, 1990). To date, the published literature has not examined the 
association between received social support and posttraumatic growth.  It has been 
thought that because received support measures, such as the ISSB, ask participants to 
recall specific examples of behaviors from their supporters rather than simply rely on 
general impressions of support (as perceived support measures often do), such measures 
would be more precise in reflecting actual support provided compared to perceived 
support measures (Barrera, 1986). Therefore, due to the importance of understanding 
specific behaviors from others that may help individuals cope with their cancer 
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experience and given the limited research regarding received support and adjustment to 
cancer, received support was assessed in the present study. 
Additionally, participants‘ scores on the total received support measure 
demonstrated a pronounced restriction of range. The means of the received support scale 
were skewed toward the upper limit of the range (M = 58.31, SD = 5.76, possible range = 
16-64); participants in general reported experiencing considerable amounts of supportive 
responses from their main support person about their experience with cancer. For 
instance, on average, participants reported experiencing greater than 3 (―sometimes 
responds this way” or ―mostly responds this way,‖) on a 4-point scale (M = 3.64, SD = 
0.36) regarding received supportive responses from their main support person about their 
experience with cancer. This observed ceiling effect limited the variability of the 
distribution of received support scores. Therefore, the restricted range may have impeded 
the ability to fully understand the relationship between received support from a main 
support person and the outcome variables, as very few participants endorsed lower levels 
of received support.  However, it is important to note that previous research has also 
documented a restricted range using similar support measures (e.g., Manne et al., 1997; 
Schulz & Mohamed, 2004; Sears et al., 2003).  
Interestingly, Balliet (2007) found that total received support (i.e., tangible, 
emotional, non-directive and directive guidance) was significantly and positively 
associated with posttraumatic growth in a sample of college students who had recently 
experienced a stressful life event. The participants in Balliet‘s study were qualitatively 
different compared to those in the present study. For instance, participants in the present 
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study had all experienced the same general stressor (being diagnosed with cancer within 
the past year), whereas individuals in Balliet‘s study were more heterogeneous in terms 
of the stressor they had experienced. The most common stressors reported in the latter 
study were ―problems in a romantic relationship,‖ or ―academic difficulties.‖ 
Additionally, compared to the present study, participants in Balliet‘s study were younger 
in age (M = 19.46 years, SD = 1.98) and most (68%) identified as ―single.‖ It is possible 
that the provision of received total support from a main support person was more 
consistent with the specific needs of participants in Balliet‘s (2007) study compared to 
the needs of participants in the present study. For instance, the sample in Balliet‘s was 
younger and most participants identified as single, therefore individuals may not yet have 
acquired the resources necessary to cope with a major life stressor compared to the 
generally older (M = 51.80 years, SD = 13.12), coupled (63%) sample in the present 
study.    
From the perspective of a stress and coping framework, it is reasonable to 
hypothesize that an individual would benefit from a specific type of support depending 
on what coping skills were depleted at the time the stressor occurs (appraisal of 
resources). It is possible that participants in the current study may have initially benefited 
from emotional support (e.g., comforted me when I was upset about my experience with 
cancer) or instrumental support (e.g., did household chores or ran errands for me) 
immediately following their diagnosis when appraisal of such resources was lower. 
However, 6 months after their diagnosis (mean time of diagnosis in current study = 5.68 
months; SD = 3.34), individuals may have cognitively and emotionally adjusted to their 
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stressor and had less need for support at the time of survey completion. Alternatively, 
individuals may have already had the resources needed to cope with their diagnosis (e.g., 
coping self-efficacy) and received support did not add much above and beyond their 
appraisals of their own coping abilities. It is possible that if all participants were sampled 
immediately after being diagnosed with cancer, the results could have differed. For 
instance, as previously mentioned, in the current study a ceiling effect was found which 
suggested that participants generally received high levels of support, thereby limiting the 
variability of support scores. Perhaps if participants had been sampled at the onset of 
their stressor, more variability in the amount of received support would have been noted. 
Additionally, it also would be interesting to investigate reports of received support 1 year 
or longer after participants had been diagnosed with cancer. It is likely that support 
provided to individuals regarding their cancer experience changes over time (e.g., support 
may not be found to be at such high levels 1 year after the onset of the stressor) and it 
may be important to understand how such changes affect psychosocial outcomes such as 
depressive symptoms, positive emotion, and posttraumatic growth.    
In an effort to preserve statistical power, the total received support scale was 
utilized in the main hypothesis testing for the present study and the subscales were 
investigated on an exploratory basis. Previous research has shown that emotional and 
tangible support from a main supporter (compared to medical professionals) and 
guidance from health professionals (compared to a main supporter) have been most 
commonly associated with psychosocial outcomes in adjustment to illness (e.g., Dakof & 
Taylor, 1990; Dunkel-Schetter, 1984; Helgeson & Cohen, 1996). Moreover, perceived 
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emotional and tangible support have been the types of support that have been found to be 
most helpful in the discovery of meaning about a stressful life event and are typically 
viewed by researchers as the most helpful types of support when received from a main 
support person (e.g., Alferi et al., 2001; Dakof & Taylor, 1990; Helgeson & Cohen, 
1996). In Balliet‘s (2007) research that investigated adjustment to stress and 
posttraumatic growth in an undergraduate sample, tangible assistance was related to 
overall posttraumatic growth as well as four out of the five subscales (personal strength, 
spiritual change, relating to others, and new life possibilities). In addition, directive 
guidance was found to be associated with all of the posttraumatic growth subscales, 
indicating that having supportive others provide specific information about how to deal 
with the stressor may have assisted participants in having more self-efficacy in their 
coping ability, thereby leading to growth. It is possible that the need for provision of 
information and instrumental support was more consistent with the needs of participants 
given their stressor (e.g., relationship difficulties; academic problems) in Balliet‘s study 
compared to the needs of participants in the present study. Similar to findings in the 
present study, Balliet did not find a significant relationship between received emotional 
support and posttraumatic growth. 
Although the total received social support score was not directly associated with 
any of the outcome variables in the present study, exploratory analyses indicated that the 
guidance subscale was significantly and positively correlated with the new life 
possibilities subscale of the PTGI (r = .28, p = .03). Perhaps this type of support helped 
participants feel more in control of their stressor due to their main supporter providing 
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information regarding specific ways in which to cope with their experience with cancer 
(e.g., ―Suggested some action I could take‖) which allowed them to utilize their cognitive 
and emotional resources to consider new directions for their own life. For example, if 
participants did not need to concern themselves with decisions regarding their cancer 
treatment, they may have been afforded resources to identify and think about new 
possibilities for their own path in life. Tedeschi and Calhoun (2004) provided an example 
of a woman changing occupations to become an oncology nurse. It is likely that in order 
to make such a change one is not concerned about decision-making or acquiring 
information, and can shift one‘s focus elsewhere.   
Additionally, although the received support measure used for this study assessed 
for specific behaviors provided by others, it did not take into account participants‘ 
perception of how helpful such behaviors were. For example, although a supportive other 
may have attempted to ―comfort‖ a participant in relation to his or her experience with 
cancer, that specific behavior may or may not have been what the participant wanted or 
needed at that time. For example, although the majority of participants reported 
experiencing high levels of received support from their main support person, they did not 
indicate the extent to which they perceived such behaviors to be helpful. If behaviors 
were not viewed as helpful or did not add resources to participants‘ existing coping 
abilities, that could help explain the nonsignificant findings between received support and 
the outcome variables in the present study. 
In summary, findings from Hypothesis 1 in the present study indicate there was 
not an association between received support and the outcome variables (depressive 
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symptoms, positive affect, and posttraumatic growth) in this sample. These results are 
consistent with previous research that has indicated that perceived social support is a 
stronger predictor of adjustment to illness compared to received support (e.g., Sarason, 
Sarason, & Pierce, 1990; Uchino, 2009). Additionally, the restricted range of scores on 
the received support measure, which limited variability of the measure, may have 
contributed to nonsignificant findings between received support and the outcome 
variables. Alternatively, participants may already have had coping resources that were 
efficient in dealing with their experience with cancer, and received support from others 
may not have added much above and beyond such preexisting coping resources. 
Therefore, it may have been interesting to assess the degree to which participants felt 
their support was helpful.  Consistent with this train of thought, appraisal of the stressor 
was not accounted for, and as Folkman and Lazarus (1984) posited, appraisal is necessary 
in determining resources utilized and the psychosocial outcomes of a major life stressor. 
Interestingly, exploratory analyses indicated that guidance was found to be significantly 
and positively associated with new life possibilities. This association between guidance 
and new possibilities warrants further study.  
 Hypothesis 2. The second set of hypotheses stated that unsupportive responses 
received by participants about their experience with cancer would be significantly 
associated with the outcome variables (depressive symptoms, positive emotions, and 
posttraumatic growth), after controlling for any covariates. This set of hypotheses was 
largely confirmed. The first hypothesis that unsupportive responses from a main support 
person about one‘s experience with cancer would account for a significant amount of 
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variance in participants‘ reports of depressive symptoms, after controlling for time since 
diagnosis, was supported. Specifically, the more unsupportive interactions individuals 
who had been diagnosed with cancer received from their main support person, the more 
depressive symptoms they reported. This is consistent with research that has 
demonstrated that negative interactions are associated with increased psychological 
distress (Davis, Brickman, & Baker, 1990; Revenson, Schiaffino, Majerovitz, & 
Gibofsky, 1991). More specifically, these findings are also congruent with Figueiredo, 
Fries, and Ingram‘s (2004) study which found that received unsupportive responses from 
others (also assessed using the USII) in regards to participants‘ breast cancer diagnosis, 
accounted for a significant amount of variance in psychological well-being even after 
controlling for social support. 
  Although unsupportive responses from others were not statistically significantly 
associated with participants‘ reports of positive emotion after controlling for time since 
diagnosis, the results were marginally significant, indicating a possible trend  ∆F (1, 51) 
= 3.81, p = .06. It was expected that an inverse relationship would exist between 
unsupportive responses and positive emotion and this is what the present trend suggests.  
Perhaps the more unsupportive responses an individual receives from his/her main 
support person about his/her experience with cancer, the less positive emotion he/she 
experiences. This trend is consistent with previous research that has indicated perceived 
critical and avoidant behaviors from others were significantly correlated with lower 
levels of well-being and higher levels of distress in a sample of individuals diagnosed 
with cancer (e.g., Manne et al., 1997). It is possible that there was not enough statistical 
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power (= .75) to detect a statistically significant association when one actually exists in 
the population (Type II error). Therefore, it will be important for future research to 
continue to investigate the potential relationship between unsupportive responses from 
others and positive emotion using a larger sample.    
Possibly the most fascinating finding of the present study was that unsupportive 
responses received by participants from their main support person concerning their 
experience with cancer was significantly associated with participants‘ reports of 
posttraumatic growth after controlling for time since diagnosis. Although to date there is 
no published research that has investigated the relationship between posttraumatic growth 
and unsupportive interactions, given previous findings regarding the relationship between 
unsupportive responses from others and distress and positive emotion (e.g., Sears et al., 
2003), it was expected that an inverse relationship would exist between unsupportive 
responses from the main support person and participants‘ reports of posttraumatic 
growth. However, results from the current study indicated that there is a positive 
relationship between unsupportive interactions and posttraumatic growth; the more 
unsupportive responses received by individuals about their experience with cancer from 
their main support person, the more posttraumatic growth they reported. Naturally, this 
finding appears to be counterintuitive. Nonetheless, there are several plausible 
explanations for the current finding.  
The findings of the present study do not seem unreasonable when understood in 
the context of Tedeschi and Calhoun‘s conceptualization of posttraumatic growth. 
Tedeschi and Calhoun (2004) contend that ―the individual‘s struggle with the new reality 
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in the aftermath of trauma… is crucial in determining the extent to which posttraumatic 
growth occurs‖ (p. 5). The authors claim that an individual‘s world, consisting of 
everything one knows or thinks one knows, must be ―shaken,‖ in order for personal 
growth to occur.  It is reasonable to hypothesize that when participants received 
unsupportive responses concerning their experience with cancer from their main support 
person, their assumptive world as a whole was shattered. Not only had they lost the safety 
and controllability of good health, but they may have also lost the safety of a reliable 
relationship. Indeed, the present study supported the hypothesis that unsupportive 
responses from a main support person about participants‘ experience with cancer is 
significantly and positively associated with participants‘ reports depressive symptoms. It 
is possible then that unsupportive responses from a main support person are related to 
increased distress and shattered world assumptions, which may have initiated the 
cognitive rumination Tedeschi and Calhoun posit is necessary for growth to occur. Thus, 
unsupportive responses received by individuals from their main support person may have 
motivated individuals recently diagnosed with cancer to restructure their thoughts, gain 
control over their situation, and grow from their experience.  
Exploratory analyses were conducted in an effort to further understand the 
relationship between unsupportive responses received from a main support person about 
participants‘ experience with cancer and depressive symptoms and posttraumatic growth; 
the subscales of the USII were examined in relation to participants‘ scores on the CES-D 
and PTGI. Not surprisingly, nearly all of the USII subscales were significantly and 
positively related to participants‘ reports of depressive symptoms as measured by the 
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CES-D. Specifically, minimizing, bumbling, and blaming were all found to be 
significantly related to increased depressive symptoms. In addition, distancing was found 
to be marginally related to participants‘ reports of depressive symptoms (r = .24, p = .07). 
Interestingly, the bumbling and minimizing subscales from the USII were also 
found to be significantly and positively associated with the total PTGI score (r = .33, p = 
.01; r = .34, p = .01, respectively). As previously addressed, supporters may respond to a 
loved one experiencing a stressor in an unhelpful way for a variety of reasons, whether 
intentional or unintentional. Caregivers might not know the ―right‖ way to respond to a 
loved one, they could feel helpless, they might not truly comprehend the process of 
adjusting to a negative life event, or they may not be emotionally prepared themselves for 
coping with the stressor (e.g., Dakof & Taylor, 1990). Minimizing and bumbling 
responses may be more likely to be experienced, or perceived, as unintentional 
unsupportive responses from others, when compared to the other two types of responses 
assessed by the USII blaming and distancing subscales. To review, bumbling responses 
from others often encompass behaviors that are focused on ―fixing‖ the individual; 
responders may act awkward or uncomfortable but are not likely to be overtly unhelpful.  
Examples of bumbling responses are, ―Tried to cheer me up when I was not ready,‖ and 
―Did things for me that I wanted to do myself.‖ Minimizing responses from others might 
be described as ―forced optimism‖ while downplaying the importance of participants‘ 
experience of cancer. For instance, minimizing responses include, ―Told me to be strong, 
to keep my chin up, or that I should not let it bother me,‖ and ―Said that I should look on 
the bright side.‖ Therefore, it is not unreasonable to conclude that bumbling and 
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minimizing responses may be more covert unsupportive responses, with the intention of 
the main support person still being to demonstrate care and aid. In contrast, distancing 
and blaming responses could be viewed as more overt unhelpful responses from others. 
Distancing behavior tends to involve removing or disengaging from someone either 
physically or emotionally. Examples of a distancing response are, ―Refused to provide 
the type of help or support I was asking for,‖ and ―Did not seem to want to hear about it.‖ 
Blaming responses from others encompass finding fault in the other person or criticizing 
him or her. For instance, blaming responses include, ―Said ‗I told you so,‘ and made 
similar comments about my experience with cancer,‖ and ―Made comments that blamed 
me, or made me feel responsible for my illness.‖  
The qualitative differences between minimizing/bumbling and distancing/blaming 
seem important in interpreting the relationship between unsupportive responses and 
posttraumatic growth. Noteworthy is that blaming was found to be significantly and 
positively related to depressive symptoms, whereas no relationship was found between 
blaming and posttraumatic growth. Perhaps unhelpful responses that were more covert in 
nature were perceived as an attempt to help individuals cope with their illness, thereby 
increasing participants‘ perception of available support, which, in turn, may have 
motivated participants in adopting an internal locus of control for coping, thereby leading 
to personal growth.  
It is also seemed important to understand the subscales of the Posttraumatic 
Growth Inventory that were related to unsupportive responses from others. Exploratory 
analyses revealed that the total USII score was significantly and positively associated 
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with the PTGI subscales of new possibilities (r = .32, p = .01), personal strength (r = .32, 
p = .01), and spiritual change (r = .30, p = .03).  Interestingly, unsupportive responses 
from others were not significantly associated with the appreciation of life or developing 
more meaningful interpersonal relationships. It is feasible that unsupportive responses 
received from a main support person, about participants‘ experience with cancer, could 
have motivated participants to gain an internal locus of control and experience personal 
growth in domains which were perceived as more internally modifiable. For instance, 
participants may have become more spiritually invested, more focused on their own 
internal strength, and/or more likely to have explored new life possibilities, rather than 
focusing on more external components of personal growth like developing meaningful 
relationships with others and gaining an overall appreciation of life.   
Correlations were also examined among the subscales of both the USII and the 
PTGI to understand ways in which different types of unsupportive responses from others 
may be associated with different components of personal growth. Bumbling and 
minimizing responses were significantly and positively associated with new life 
possibilities and increased personal strength. Bumbling and distancing responses were 
also significantly and positively associated with spiritual change. Importantly, blaming 
responses received by participants were not associated with total posttraumatic growth or 
any of the subscales. In the context of receiving unhelpful responses from a main support 
person, which may have good intentions, participants are more likely to grow personally 
in life domains that they have a more internal sense of controllability.  
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Moreover, the present analyses examined supportive and unsupportive responses 
only from a main support person rather then a general support network. It is feasible that 
if individuals were receiving unsupportive responses from their main support person in 
relation to their experience with cancer, then they may have sought support elsewhere 
(e.g., other friends/family or a professional). Support received from others then may have 
been associated with increased posttraumatic growth. The relationship between 
posttraumatic growth and received support and unsupportive responses from a general 
support network warrants future research, but was beyond the scope of this dissertation.  
Overall, results from the second hypothesis supported previous findings which 
have highlighted the importance of examining social support and unsupportive responses 
separately (e.g., Ingram, 2001). In the present study, unsupportive responses from others 
were not only significantly related to participants‘ reports of increased depressive 
symptoms (both at Time 1 and Time 2) but these responses were also significantly and 
positively related to increased reports of posttraumatic growth. Further, the results 
revealed that specific type of unsupportive responses may be more strongly related to 
posttraumatic growth than others. Clearly this is an area in which future research is 
warranted.  
Hypothesis 3. The last hypothesis in the present study stated that positive 
reappraisal coping would mediate the relationship between received support and 
posttraumatic growth. This analysis could not be conducted because the findings failed to 
satisfy Baron and Kenny‘s (1986) criteria for testing mediation: received social support 
and posttraumatic growth were not found to be associated with one another in the first 
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regression equation. Mediation analyses are designed to help explain the vehicle (positive 
reappraisal coping in the present study) through which two variables (received support 
and posttraumatic growth in the present study) are associated with one another. Although 
positive reappraisal coping was positively related to posttraumatic growth, because there 
was a nonsignificant association between social support and posttraumatic growth, 
positive reappraisal coping could not be studied in the context of mediation; the predictor 
variable and outcome variable were unrelated to one another.   
Correlational analyses indicated that although positive reappraisal coping was not 
significantly related to either of the independent variables (social support or unsupportive 
interactions) there was a significant association between positive reappraisal coping at 
Time 1 and both positive emotion at Time 1 (r = .29, p = .03) and posttraumatic growth at 
Time 1 (r = .48, p = .00). Interestingly, although total received support at Time 1 was not 
related to positive reappraisal at Time 1, consistent with Sears et al.‘s (2003) findings, 
received emotional support at Time 1 was significantly and positively related to positive 
reappraisal coping at Time 2 (r = .38, p = .04). These findings support Folkman‘s (1997) 
contention that meaning-based coping processes are an important factor in determining 
various psychosocial outcomes after a significant stressor. Due to the differing correlates 
of positive reappraisal and posttraumatic growth (as well as their positive correlation to 
one another), findings from the present study are also consistent with Sears et al.‘s (2003) 
research, which found that positive reappraisal coping and posttraumatic growth are 
related but distinct constructs. Future research is needed to understand the role that 
positive reappraisal may plan in facilitating posttraumatic growth and the way in which 
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positive reappraisal coping is related to interpersonal factors such as received social 
support. This research appears especially salient in the context of longitudinal studies that 
could examine the relationships between different types of support (e.g., perceived vs. 
received; tangible, emotional, and guidance), positive reappraisal coping, and 
posttraumatic growth over time.   
Summary of exploratory longitudinal analyses.  Several exploratory analyses 
were conducted as an attempt to further understand the relationship between interpersonal 
variables and the outcome variables over time. Results should be interpreted with caution, 
as the sample size is too small to draw definitive conclusions (n = 30).  
 There was only one significant finding among the analyses conducted concerning 
interpersonal variables (social support and unsupportive interactions) at Time 1 
predicting the outcome variables at Time 2 (depressive symptoms, positive emotion, and 
posttraumatic growth). Unsupportive responses received at Time 1 by individuals who 
had recently been diagnosed with cancer were significantly and positively associated with 
depressive symptoms at Time 2, even after controlling for gender and depressive 
symptoms at Time 1. Moreover, unsupportive responses that were received at Time 1 
accounted for 26% of the variance in depressive symptoms at Time 2, after taking the 
covariates into account. This finding appears especially relevant given the small sample 
size and increased likelihood of having a Type II error. Therefore, results suggest that 
receiving unsupportive responses from a main support person shortly after being 
diagnosed with cancer may be associated with experiencing more depressive symptoms 3 
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months later, even after taking into account the level of depressive symptoms initially 
experienced.  
Strengths and Limitations 
 Strengths 
A strength of the present study is that the research questions were based on two 
strong theoretical models: Folkman‘s transactional model of stress and coping (Folkman, 
1997; Lazarus & Folkman, 1984) and Tedeschi and Calhoun‘s (2004) model of 
posttraumatic growth. Therefore, findings from the current study contribute directly to 
the empirical literature on these two theories, and also suggest areas of potential overlap 
between the two models.  For example, findings from this theory-based study suggest that 
posttraumatic growth should be considered an additional outcome variable when 
understanding Folkman‘s (1997) revised transactional model of stress and coping.  
Few studies have examined the relationship between received support and distress 
and well-being among individuals recently diagnosed with cancer. Furthermore, there is 
no published research that has investigated the association between received support and 
posttraumatic growth. Therefore, findings from the present study add to the literature and 
offer a new perspective with regards to received social support and posttraumatic growth 
among individuals with cancer.  
The present study investigated the relationship between unsupportive interactions 
and outcome variables in a sample of individuals recently diagnosed with cancer. 
Unsupportive responses from others are rarely studied and few researchers have 
examined the consequence of unsupportive interactions in terms of coping with cancer, 
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and no published research has looked at unsupportive interactions and posttraumatic 
growth. Therefore this study emphasizes the importance of investigating the relationship 
between unsupportive responses and distress and posttraumatic growth among 
individuals with cancer.  Importantly, findings from the present study call for future 
research and clinical interventions in terms of helping both caregivers and patients cope 
with their cancer experience.  
The present study focused on interpersonal variables, coping, and psychosocial 
outcomes among individuals recently diagnosed with cancer both cross-sectionally and 
longitudinally. Although the longitudinal analyses must be interpreted with caution, 
preliminary results highlighted the importance of studying support, unsupportive 
interactions, positive reappraisal coping, and the outcome variables across time.  
To date, the majority of research examining individuals‘ experience with cancer 
and posttraumatic growth has focused on relatively homogenous samples. For instance, 
historically, women with breast cancer have been the most frequently studied population 
when attempting to understand psychosocial adjustment to cancer (e.g., Bellizi & Blank, 
2006; Cordova et al., 2007; Figueiredo et al., 2004; Tomich et al., 2005). Only recently 
has research begun examining posttraumatic growth in individuals diagnosed with 
various types of cancer (e.g., Salsman, Segerstrom, Brechting, Carlson, & Andrykowsk, 
2009; Schroevers & Teo, 2008; Thombre, Sherman, & Simonton, 2010). In the present 
study, there was no significant difference between women with breast cancer and 
individuals with other types of cancer on reports of posttraumatic growth. Additionally, 
in previous research about cancer and personal growth, samples typically were primarily 
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Caucasian, highly educated, and middle- to high-income (e.g., Bellizi & Blank, 2006; 
Cordova et al., 2001; Manne et al., 2004). In the present study, just over one third of the 
sample identified as African American, over half had a high school education or less, and 
60% of individuals earned an annual salary of $40,000 or less. Nonetheless, no 
significant differences were found in posttraumatic growth based on demographic 
characteristics. Indeed, participants in the current sample reported experiencing as much 
or more posttraumatic growth compared to other more homogenous samples in previous 
research. 
Some authors have argued that posttraumatic growth as a concept represents an 
―illusion,‖ with some researchers contending that one‘s report of personal growth after 
trauma serves as a defense strategy against the experience of distress (e.g., McFarland & 
Alvara, 2000; Schaefer & Moos, 1998; Sumalla, Ochoa, & Blanco, 2009; Widows et al., 
2005). If posttraumatic growth were an illusory concept, we would expect an inverse 
relationship between the two variables (with growth protecting individuals from the 
experience of distress). However, results of the current study support Tedeschi and 
Calhoun‘s (2004, 2007) contention that distress and posttraumatic growth are separate 
constructs that can and do co-occur. Pearson correlations indicated that posttraumatic 
growth and depressive symptoms were not significantly associated with one another (r = 
.05, p = .70). Thus, it is possible for individuals to report experiencing positive personal 
change as a result of their cancer diagnosis without reporting that their psychological 
distress has ceased.  
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Limitations 
There are several limitations in the present study. First, the sample size was 
smaller than expected, resulting in several underpowered tests. Regression analyses for 
cross-sectional hypothesis testing were slightly underpowered (.75). Moreover, the small 
sample size prevented this researcher from conducting regression analyses that tested the 
relationship between different types of received support and the outcome variables. 
Similarly, although longitudinal analyses were conducted on an exploratory basis, the 
sample size of the present study (n = 30) was too small to permit longitudinal hypothesis 
testing.  
Second, there were several limitations related to measurement. For instance, a low 
alpha (.61) was noted for the tangible assistance subscale of the received support 
measure. Therefore, findings pertaining to tangible assistance should be interpreted with 
caution. Furthermore, although omitted from the survey due to participant burden, several 
variables were not measured that may have been related to coping and outcome measures.   
Lazarus and Folkman (1984) have asserted that the appraisal of a stressful event (threat, 
harm, or challenge) is the first step in determining the way one copes with the event. 
Although previous research has indicated that cancer has the potential to be a traumatic 
stressor (e.g., Cordova et al., 2007) individual differences undoubtedly exist concerning 
the appraisal of being diagnosed with cancer. In fact, research has documented that it is 
the subjective experience of having cancer that is even more important than objective 
factors (e.g., type or stage of cancer) in determining psychosocial outcomes. Indeed, 
greater perceived cancer stress, or viewing one‘s cancer as a traumatic event, has been 
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significantly related to posttraumatic growth and other psychosocial outcomes (e.g., 
Cordova et al., 2007; Sears et al., 2003). Unfortunately, the present study did not assess 
for ways in which participants appraised their experience of cancer (as a threat, harm, or 
challenge). The manner in which individuals viewed their cancer diagnosis may have 
affected their experience of distress, positive emotion, and posttraumatic growth. 
Moreover, appraisals are likely to change as one moves through the process of coping 
with cancer. For instance, it could be hypothesized that initially one may perceive a 
cancer diagnosis as a threat. However, as treatment progresses an individual may shift his 
or her appraisal and view attaining remission as a challenge; one may perceive changing 
his or her lifestyle and finishing treatment as a challenge to ―beat‖ the disease. Moreover, 
coping with a cancer diagnosis can also create or exacerbate pre-existing stress, a variable 
not accounted for in the current study.   Individual differences, such as optimism or self-
efficacy, were also not accounted for in the present study.  
The manner with which personal growth was measured can be viewed as a 
limitation. Several investigators have claimed that there are inherent difficulties in 
quantifying personal growth after a trauma (see Park & Helgeson, 2006 for a review). 
One specific measure may not be able to capture all the ways in which one transforms or 
changes his or her life after a traumatic experience. For example, the PTGI does not 
assess for changes in drug or alcohol use, preparedness for future traumas, or for positive 
health behavior changes such as improved diet and exercise. It is possible that a 
qualitative method of assessing growth could provide a more complete picture of the 
different ways in which individuals change and grow after being diagnosed with cancer.  
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Moreover, the timing with which received support, unsupportive interactions, and 
posttraumatic growth were measured could be viewed as a limitation. There have been 
mixed findings regarding the relationship between time of diagnosis and reports of 
posttraumatic growth (e.g., Sears et al., 2003; Schroevers & Teo, 2008). According to 
both Tedeschi and Calhoun (2004) and Lazaurus and Folkman (1991), time is needed for 
appraisals, social support, and reframing to take place, and coping with a stressor is a 
transactional process. Therefore, using a cross-sectional design for this study‘s main 
hypotheses captured only one snap-shot of a larger picture which is transactional and 
dynamic. For instance, the present study design was not experimental; therefore, causal 
conclusions cannot be made about the links between the independent and dependent 
variables. It is possible that as one grows and changes personally, a main support person 
may become resentful and act in an unhelpful manner.  Moreover, because the main 
hypotheses were tested cross-sectionally, we are not able to assess how the relationship 
between the independent and dependent variables change across time. Likewise, although 
this study examined changes in personal growth over a 3-month time period, it may take 
considerably longer to see patterns of change in posttraumatic growth after being 
diagnosed with cancer.  
A further limitation of this study is that it relied on self-report for all data. 
Although this was thought to be the best method of data collection, it is possible that 
participants‘ self-report influenced the data and analyses in several ways. For instance, 
participants were asked to report their own illness-related characteristics, such as date of 
diagnosis, type and stage of cancer, and kind of treatment. It is possible that participants 
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were uncertain about the aforementioned variables, and it may have been more valid to 
utilize medical records to obtain such information. Additionally, participants on average 
reported receiving high levels of social support. Although this could be an accurate 
representation of the support they received, it is also possible that individuals over-
reported the amount of support due to any number of factors (e.g., social desirability). 
The restriction in range of the responses on the received social support measure made it 
difficult to establish whether the instrument truly captured the construct it was designed 
to assess.  
Although the heterogeneity of the present sample is a strength, such wide 
variability of participant characteristics may also be considered a limitation of the study. 
For example, participants reported being diagnosed with various types of cancers and 
indicated undergoing a variety of types of treatment. Such variability may have masked 
important patterns regarding associations between these disease characteristics and the 
outcome variables.  
The present study also had a fair amount of attrition. For instance, 91 individuals 
consented to participate in the study and only 60 participants completed the Time 1 
survey. Unfortunately, the differences between responders and non-responders could not 
be assessed. For instance, non-responders could have differed significantly compared to 
responders on characteristics such as type of disease or disease stage, amount of support, 
pre-cancer stress and so on. There was also a 50% drop out rate after Time 1 packet 
completion. However, no differences were found for Time 1 versus Time 2 responders 
based on demographic or illness variables.  
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  Implications for Research and Theory 
Unsupportive Interactions 
Although there was only one significant finding in hypothesis testing in the 
present study, several important implications still exist. Adding to the limited literature 
about the potential consequences that unhelpful responses from others can have on a 
variety of psychosocial outcomes for men and women who recently have been diagnosed 
with cancer, the present findings offer future directions for research. Specifically, the 
present study underscores the importance of investigating unsupportive interactions 
within the context of one‘s experience with cancer.  When the results from Hypothesis 1 
and Hypothesis 2 are viewed together, they are consistent with previous findings which 
indicated that ―negative aspects‖ of close relationships played a comparatively stronger 
role than ―positive social support‖ in relation to cancer patients‘ reports of distress (e.g., 
Manne et al., 1997). Therefore, findings from the present study provide a more complete 
picture regarding interpersonal influences throughout the stress and coping process as it 
applies to individuals recently diagnosed with cancer. Moreover, future research is 
needed to fully understand the specific types of unsupportive responses from others that 
may be related to increased distress. For example, it would be important to appreciate 
whether it is general unsupportive responses or specific domains of unsupportive 
responses that may contribute the most to individuals‘ reports of depressive symptoms 
following being diagnosed with cancer. In addition, future research should investigate 
how unsupportive responses from a main support person (and/or others) change over time 
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and the association such a change has with cancer patients‘ reports of depressive 
symptoms.   
Second, the findings from the present study regarding the relationship between 
unsupportive interactions and posttraumatic growth have implications for Tedeschi and 
Calhoun‘s model of posttraumatic growth. Specifically, Tedeschi and Calhoun (2004) 
asserted that personal growth is more likely to occur with individuals who are able to 
self-disclose about their stressor in supportive environments. The authors hypothesized, 
based on earlier findings from Cordova and colleagues (2001), that when friends and 
loved ones did not want to hear about participants‘ narratives, less cognitive processing 
would occur, thereby inhibiting personal growth. However, in their conceptualization of 
personal growth, Tedeschi and Calhoun failed to specifically address the potential for 
others to respond to a loved one‘s stressful event in an unsupportive manner (e.g., 
minimizing, blaming) or the potential for others to provide different kinds of social 
support (e.g., tangible assistance) besides just receptivity to self-disclosure.  Indeed, the 
findings from the present study indicated that unsupportive responses (particularly 
bumbling and minimizing) are an important component in understanding the correlates of 
personal growth. It would be interesting to explore whether there is an association 
between minimizing and bumbling responses and cognitive rumination. Perhaps 
minimizing and bumbling responses from a main support person help to initiate increased 
cognitive rumination, which in turn increases the likelihood of experiencing personal 
growth.  
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It is clear that the current study offers a new perspective in attempting to 
understand the relationship between unsupportive interactions and personal growth. It 
was surprising that unsupportive interactions were found to be positively correlated with 
posttraumatic growth, as the present study hypothesized that an inverse relationship 
between the two variables would exist. Future research should be aimed at exploring the 
different dimensions of unsupportive responses (deliberate unsupportive responses versus 
well-intentioned unsupportive responses) and the influence such responses may have on 
posttraumatic growth. Furthermore, as the current study indicated that unsupportive 
responses from others were more strongly correlated with aspects of posttraumatic 
growth that were more internally focused (e.g., increased personal strength), future 
research could explore variables such as self-efficacy and one‘s ability to adopt an 
internal locus of control as potential mediators/moderators between unsupportive 
responses and specific domains of posttraumatic growth.  Clearly, further research is 
needed to continue to explore the relationship between specific unsupportive responses 
individuals receive from a main support person about their experience with cancer, and 
posttraumatic growth. 
Although assessing unsupportive interactions is a major strength of the present 
study, it would be important to also understand participants‘ perception of such 
unsupportive responses. For instance, participants may not view minimizing or bumbling 
behaviors as unhelpful. Therefore, it will be important for future research, both 
qualitative and quantitative, to further examine how individuals view ―unhelpful‖ 
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responses from others and how those perceptions may be associated with a variety of 
outcome variables.  
Social Support   
It has been previously documented that perceived support was found to be the 
most helpful type of social support in adjusting to a major life stressor or illness (Suls, 
1982). The findings from the current study did not discover significant relationships 
between received support and psychosocial outcomes from one‘s experience with cancer. 
These nonsignficant findings offer several implications for future research. First, future 
studies should assess both perceived support and received support in an effort to 
understand more completely the relationship between social support and posttraumatic 
growth. As previously mentioned, although participants in the present study reported 
receiving high levels of social support, perceptions of whether that support was found to 
be helpful were not assessed.  Uchino (2007) argued that perceived and received support 
are distinct constructs that are related to separate pathways and disease outcomes. For 
instance, perceived support could be viewed as more developmentally stable across time, 
whereas received support typically arises as a result of a stressful life event (Uchino). 
Therefore, there is a need for research that investigates the association that differing 
levels of perceived and received support may have with psychosocial outcomes related to 
coping with cancer, in order to gain a more comprehensive framework of social support 
and posttraumatic growth.  
Second, future studies investigating posttraumatic growth should include separate 
measures that assess support received from a main support person, other family and 
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friends (collected in the present study but beyond the scope of this dissertation), and 
health care providers. Previous researchers have documented that a positive relationship 
exists between emotional and tangible support and beneficial health outcomes when the 
support is received from a loved one. On the other hand, informational support (or 
guidance) has been more strongly related to positive health outcomes when received from 
health care providers. Surprisingly, the present study indicated that guidance from a main 
support person was the only type of support significantly related to one of the 
posttraumatic growth dimensions (new life possibilities). However, no published studies 
have examined the relationship between responses of health care providers and 
posttraumatic growth in a sample of individuals with cancer.  
Third, the present study did not assess the relationship between received support 
from a main supporter and health behavior changes (e.g., smoking behavior, exercise, 
alcohol use). It would be informative to know what specific types of received support 
may be related to specific changes in health-related quality of life in a sample of 
individuals who have recently been diagnosed with cancer. For instance, is received 
tangible support related to improving one‘s diet after being diagnosed with cancer? 
Perhaps guidance would be related to reducing one‘s alcohol use. Additional research is 
needed in this area.  
Last, in order to gain a more complete picture of the relationship between 
received support from a main support person and the experience of personal growth after 
being diagnosed with cancer, longitudinal studies are needed that assess received support 
at a variety of time points (e.g., immediately after diagnosis, 6 months after diagnosis, 1 
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year after diagnosis, 2 years post-diagnosis and so on). It is possible that social support 
and individuals‘ experience of personal growth change across time and situations. Thus 
far, the few studies that have examined social support and posttraumatic growth using a 
longitudinal design have assessed social support at baseline but have failed to measure 
support at other time points (e.g., Sears et al., 2003; Widows et al., 2005).   
The findings regarding social support and unsupportive interactions also 
corroborate the assertion that social support and unsupportive interactions are distinct 
constructs rather than on different ends of the same continuum (e.g., Ingram et al., 2001). 
Pearson correlations indicated that there was not a significant relationship between 
received social support and unsupportive interactions (r = -.14, p = .31). Further, one 
could hypothesize that if social support and unsupportive interactions were opposite sides 
of the same continuum, the relationship between social support and the outcome variables 
would be the exact opposite of the relationship between unsupportive responses and the 
outcome variables in the present study. However, received social support was not related 
to any of the outcome variables, whereas unsupportive responses were associated with all 
three outcomes: depressive symptoms, positive emotion (marginally), and posttraumatic 
growth. Therefore, the present study adds to previous research regarding the importance 
of studying social support and psychosocial outcomes that individuals with cancer 
experience, and also it highlights the value of understanding unsupportive responses from 
important others in relation to coping with a cancer diagnosis.  
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Meaning-Based Coping 
The present study reinforced Folkman‘s (1997) revised transactional model of 
stress and coping, taking positive emotion and meaning-based coping into account. 
Although the hypothesis that positive reappraisal coping would act as a mediator between 
received social support and posttraumatic growth was not supported, related analyses 
revealed important findings. For example, the current study found that positive 
reappraisal coping was positively and significantly related to positive emotion and 
posttraumatic growth at Time 1, and marginally inversely related to depressive symptoms 
at Time 1. Further, a significant association was discovered between received emotional 
support at Time 1 and positive reappraisal coping at Time 2, suggesting that emotional 
comfort at Time 1 may be more related to this meaning-based coping process over time 
compared to tangible assistance and guidance. Future studies should continue to 
investigate the relationship among different types (i.e., received vs. perceived) and 
domains (e.g., emotional vs. instrumental) of social support and meaning-based processes 
(e.g., positive reappraisal coping, recognizing positive events) over time in a larger 
sample of men and women recently diagnosed with cancer.  
Overall, the findings from the present study support the contention that meaning-
based coping, such as positive reappraisal, is an important construct to take into account 
when attempting to understand psychosocial outcomes of a stressful life event. Moreover, 
the findings from the present study highlight the utility of adding posttraumatic growth as 
another a viable outcome of the stress and coping process.  Results are consistent with 
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Folkman‘s (1997) finding that distress and positive emotion can and do occur, and 
suggest that personal growth can also co-occur alongside the aforementioned variables  
Implications for Practice 
 Findings from the present study can inform interventions that are aimed at helping 
caregivers of those who recently have been diagnosed with cancer. For instance, not all 
unhelpful responses are intentional and people may respond in unhelpful ways for any 
number of reasons (e.g., they may not want to worry the individual with cancer, or may 
not know how to respond). It would be important for mental and health care providers to 
assess for, and validate, caregivers‘ concerns regarding how to respond to their loved 
one‘s experience with cancer and also provide helpful guidance in terms of options for 
responding.  Furthermore, it is important for main support persons to understand what 
specific types of responses are typically viewed as helpful versus unhelpful. In addition, 
caregivers can be educated about the potential consequences that different types of 
supportive and unsupportive interactions may have on their loved one‘s coping abilities 
and reports of depressive symptoms.  Specifically, psycho-educational support groups 
designed for caregivers may be useful in teaching main support persons valuable 
interpersonal skills in helping their loved one cope with cancer.  
In addition, interpersonal therapy groups for individuals diagnosed with cancer 
and their loved ones may be useful in teaching communication skills between cancer 
patients and their caregivers. For instance, role playing in a safe (therapy) environment 
may allow an individual recently diagnosed with cancer to articulate that he or she feels 
hurt when a main support person minimizes the cancer experience.  Such an intervention 
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could be beneficial in ensuring that individuals with cancer are getting their specific 
support needs met based on their pre-existing resources (through the use of specific types 
of support).  
  Findings from the present study also have important implications for mental 
health professionals. For example, it seems important for mental health workers to assess 
for unsupportive responses their clients may receive from a main support person, in 
addition to social support (which is typically assessed). This may help an individual with 
cancer to feel validated about his or her interpersonal experiences. Furthermore, asking 
about unsupportive responses may encourage healthy and helpful conversations between 
a therapist and client regarding different ways to cope with unsupportive interactions. For 
example, from a cognitive-behavioral perspective it may be useful to identify the 
automatic thoughts clients have when receiving unhelpful responses and ways such 
thoughts affect their emotions and behaviors.   
Conclusion 
 Attempting to cope with being diagnosed with cancer is often an extremely 
stressful and sometimes traumatic experience. The present study, which was designed 
through the lens of a transactional model of stress and coping, offers a good starting point 
for investigating the relationships between social support and unsupportive interactions 
and depressive symptoms, positive emotion, and posttraumatic growth among men and 
women recently diagnosed with cancer.  Received support at Time 1 was not found to be 
associated with any of the outcome variables at Time 1. However, emotional support at 
Time 1 was significantly and positively related to positive reappraisal coping 3 months 
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later. Unsupportive responses from others at Time 1 were significantly related to 
increased depressive symptoms and posttraumatic growth at Time 1 in participants with 
cancer. Moreover, unsupportive responses from a main support person at Time 1 
significantly predicted more depressive symptoms endorsed by participants 3 months 
later. Findings from the current study highlight the importance of studying unsupportive 
interactions in the context of understanding how individuals adjust to and grow from their 
experience with cancer. Moreover, the study underscores the need to research the 
relationship between interpersonal variables, coping, and psychosocial outcomes over 
time.   
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Please think about your main support person (the person you count on the most). 
 
What is your main support person’s relationship to you?  (Check one only)  
  
   My spouse/partner  
   My son/daughter  
   My brother/sister  
   My father/mother  
   Other family member  
   Friend  
   Other (please specify) ___________________  
 
 
 
The purpose of this questionnaire is to find out how your main support person and your other family and 
friends have responded in helping you deal with your experience with cancer.  Using the following scale, 
please rate your main support person in the first column and your other family and friends in the second 
column.  
 
For each statement, please indicate:  How often have your MAIN SUPPORT PERSON and your 
OTHER FAMILY and FRIENDS responded this way in helping you deal with your experience with 
cancer?  
 
1 
Never 
responds this 
way 
2 
Rarely  
responds this way 
3 
Sometimes  
responds this way 
4 
Often  
responds this 
way 
         
  
Main Support 
Person 
 
Other Family 
and Friends 
           
Suggested some action I should take. . . . . . . . . . . . . . . . . . .  1 2 3 4  1 2 3 4 
Expressed interest and concern for my well-being. . . . . . . . .  1 2 3 4  1 2 3 4 
Provided me with transportation. . . . . . . . . . . . . . . . . . . . . . .   1 2 3 4  1 2 3 4 
Gave me information to help me understand a situation. . . . .  1 2 3 4  1 2 3 4 
Let me know that he or she would always be around if I      
needed assistance. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .    1 2 3 4  1 2 3 4 
Encouraged me to talk with someone (e.g., physician or      
cancer agency) to find out more about my illness. . . . . . . . . .   1 2 3 4  1 2 3 4 
Pitched in to help me do something that needed to be done. .     1 2 3 4  1 2 3 4 
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For each statement, please indicate:  How often have your MAIN SUPPORT PERSON and your 
OTHER FAMILY and FRIENDS responded this way in helping you deal with your experience with 
cancer?  
 
1 
Never 
responds this 
way 
2 
Rarely  
responds this way 
3 
Sometimes  
responds this way 
4 
Often  
responds this 
way 
         
  
Main Support 
Person 
 
Other Family 
and Friends 
 
 
 
Said things that made my situation clearer and easier to 
understand. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
1 2 3 4  1 2 3 4 
Was right there with me in a stressful situation about my      
cancer experience. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .     1 2 3 4  1 2 3 4 
Helped me analyze a problem to understand it better. . . . . .  1 2 3 4  1 2 3 4 
Listened to me talk about my private feelings. . . . . . . . . . . .    1 2 3 4  1 2 3 4 
Helped me handle or clear up money matters (e.g., insurance, 
monthly bills). . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .   1 2 3 4  1 2 3 4 
Helped me to set a goal for myself. . . . . . . . . . . . . . . . . . . .    1 2 3 4  1 2 3 4 
Asked me how I was feeling. . . . . . . . . . . . . . . . . . . . . . . . . 1 2 3 4  1 2 3 4 
Did household chores or ran errands for me. . . . . . . . . . . . .   1 2 3 4  1 2 3 4 
 
Comforted me when I was upset about my experience with 
cancer. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
1 2 3 4  1 2 3 4 
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This questionnaire asks some additional questions about how your main support person and your other family and 
friends have responded to you about your experience with cancer.  Using the following scale, please rate your main 
support person in the first column and your other family and friends in the second column.  
 
For each statement, please indicate:  How often have your MAIN SUPPORT PERSON and your 
OTHER FAMILY and FRIENDS responded this way about your experience with cancer? 
 
1 
Never 
responds this 
way 
2 
Rarely  
responds this 
way 
3 
Sometimes  
responds this 
way 
4 
Often  
responds this 
way 
 
  
Main Support 
Person 
 
Other Family 
and Friends 
Felt that I was over-reacting about my experience with cancer.  1 2 3 4  1 2 3 4 
When I was talking with this person about my experience with 
cancer, he or she did not give me enough time, or made me     
feel like I should hurry. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  1 2 3 4  1 2 3 4 
Made “should/shouldn’t have” comments about my experience 
with cancer, such as “you should/shouldn’t have ________”. .   1 2 3 4  1 2 3 4 
Didn’t seem to know what to say, or seemed afraid of 
saying/doing the “wrong” thing. . . . . . . . . . . . . . . . . . . . . . . . . 1 2 3 4  1 2 3 4 
Refused to provide the type of help or support I was looking for.  1 2 3 4  1 2 3 4 
After becoming aware of my illness, this person responded to   
me with uninviting physical touching, such as hugging. . . . . . . 1 2 3 4  1 2 3 4 
Said I should look on the bright side. . . . . . . . . . . . . . . . . . . . . 1 2 3 4  1 2 3 4 
Said “I told you so,” or made some similar comment about my 
experience with cancer. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .   1 2 3 4  1 2 3 4 
Seemed to be telling me what he or she thought I wanted to  
hear. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  1 2 3 4  1 2 3 4 
In responding to me about my experience with cancer, this  
person seemed disappointed in me. . . . . . . . . . . . . . . . . . . . .    1 2 3 4  1 2 3 4 
When I was talking to this person about my experience with 
cancer, he or she changed the subject before I wanted to. . . .   1 2 3 4  1 2 3 4 
Felt that I should stop worrying about my illness and just forget 
about it. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1 2 3 4  1 2 3 4 
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For each statement, please indicate:  How often have your MAIN SUPPORT PERSON and your 
OTHER FAMILY and FRIENDS responded this way about your experience with cancer? 
 
1 
Never 
responds this 
way 
2 
Rarely  
responds this 
way 
3 
Sometimes  
responds this 
way 
4 
Often  
responds this 
way 
 
  
Main Support 
Person 
 
Other Family 
and Friends 
 
Asked me “why” questions about my role in my illness, such as, 
"Why did/didn't you ______________?". . . . . . . . . . . . . . . . . .    1 2 3 4  1 2 3 4 
Felt that I should focus on the present and/or the future, and    
that I should forget about what's happened and get on with my 
life. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1 2 3 4  1 2 3 4 
Tried to cheer me up when I was not ready to cheer up about    
my experience with cancer . . . . . . . . . . . . . . . . . . . . . . . . . . . .   1 2 3 4  1 2 3 4 
In responding to me about my experience with cancer, this  
person refused to take me seriously. . . . . . . . . . . . . . . . . . . . . 1 2 3 4  1 2 3 4 
Told me to be strong, to keep my chin up, or that I shouldn’t       
let it bother me. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1 2 3 4  1 2 3 4 
Did not seem to want to hear about my experience with cancer.  1 2 3 4  1 2 3 4 
Told me that I had gotten myself into the situation in the first 
place, and that now I must deal with the consequences. . . . . . 1 2 3 4  1 2 3 4 
Did some things for me that I wanted to do and could have     
done myself. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1 2 3 4  1 2 3 4 
Discouraged me from expressing feelings about my experience 
with cancer, such as anger, fear, or sadness. . . . . . . . . . . . . . 1 2 3 4  1 2 3 4 
Felt that it could have been worse or that it was not as bad as       
I thought. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1 2 3 4  1 2 3 4 
From the person’s tone of voice, expression, or body language,    
I got the feeling that he or she was uncomfortable talking with   
me about my experience with cancer. . . . . . . . . . . . . . . . . . . . 1 2 3 4  1 2 3 4 
Made comments that blamed me or tried to make me feel 
responsible for my illness. . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1 2 3 4  1 2 3 4 
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For each of the following statements, please circle the number that best describes how often you 
felt or behaved this way – DURING THE PAST WEEK. 
 
 
X     
DURING THE PAST WEEK: 
0  
Rarely or 
None of 
the 
Time  
(Less than 
1 Day) 
 
 
 
1 
Some or a 
Little of 
the Time            
(1-2 Days) 
 
 
 
 
2 
Occasionally 
or a 
Moderate 
Amount of 
Time 
(3-4 Days) 
 
 
3 
Most or All 
of the 
Time 
(5-7 Days) 
 
 
 
 I was bothered by things that usually don't bother me.  0 1 2 3 
I did not feel like eating; my appetite was poor. . . . . . 0 1 2 3 
I felt that I could not shake off the blues even with 
help from my family or friends. . . . . . . . . . . . . . . . . . . 0 1 2 3 
I felt that I was just as good as other people. . . . . . .  0 1 2 3 
I had trouble keeping my mind on what I was doing. . 0 1 2 3 
I felt depressed. . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  0 1 2 3 
I felt that everything I did was an effort. . . . . . . . . . . . 0 1 2 3 
I felt hopeful about the future. . . . . . . . . . . . . . . . . . .  0 1 2 3 
I thought my life had been a failure. . . . . . . . . . . . . .  0 1 2 3 
I felt fearful. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 0 1 2 3 
My sleep was restless. . . . . . . . . . . . . . . . . . . . . . . .  0 1 2 3 
I was happy. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 0 1 2 3 
I talked less than usual. . . . . . . . . . . . . . . . . . . . . . .  0 1 2 3 
I felt lonely. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 0 1 2 3 
People were unfriendly. . . . . . . . . . . . . . . . . . . . . . . 0 1 2 3 
I enjoyed life. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  0 1 2 3 
I had crying spells. . . . . . . . . . . . . . . . . . . . . . . . . . . 0 1 2 3 
I felt sad. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 0 1 2 3 
I felt that people disliked me. . . . . . . . . . . . . . . . . . . 0 1 2 3 
I could not get "going". . . . . . . . . . . . . . . . . . . . . . . . 0 1 2 3 
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This questionnaire is about the kinds of satisfying states of mind that you may have experienced IN THE 
LAST 7 DAYS.  In the space to the left of each item please circle the number that coincides with the best 
description of your experience. 
 
 
 
0  
Unable to 
have it 
 
 
 
 
1 
Trouble in  
having it 
 
 
 
2  
Limited in 
having it 
 
 
3 
Have it 
well 
 
 
Focused Attention:  Feeling able to attend to 
a task you want or need to do, without 
many distractions from within yourself. 0 1 2 3 
Productivity:  Feeling of being able to stay at 
work until a task is finished, do something 
new to solve problems, or express yourself 
creatively. 0 1 2 3 
Responsible Caretaking:  Feeling that you 
are doing what you should do to take care 
of yourself or someone else. 0 1 2 3 
Restful Repose:  Feeling relaxed, without 
distractions or excessive tension. 0 1 2 3 
Sensuous Nonsexual Pleasure:  Being able 
to enjoy bodily senses, enjoyable 
intellectual activity, doing things you 
ordinarily like, such as listening to music, 
enjoying the outdoors, lounging in a hot 
bath. 0 1 2 3 
Sharing:  Being able to commune with others 
in an empathetic, close way, as in talking, 
walking, going out, or just being together. 0 1 2 3 
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For each of the following statements, please indicate the degree to which this change occurred in 
your life as a result of your experience with cancer. 
 
0 
I did NOT 
experience this 
change as a 
result of my 
experience with 
cancer. 
1 
I experienced 
this change to a 
VERY SMALL 
degree as a 
result of my 
experience with 
cancer.  
2 
I experienced 
this change to a 
SMALL degree 
as a result of my 
experience with 
cancer. 
3 
I experienced 
this change to a 
MODERATE 
degree as a 
result of my 
experience with 
cancer. 
4 
I experienced 
this change to a 
GREAT degree 
as a result of my 
experience with 
cancer. 
5 
I experienced 
this change to a 
VERY GREAT 
degree as a 
result of my 
experience with 
cancer. 
   
 
My priorities about what is important in life. . . . . . . . . . . . . 0 1 2 3 4 5 
An appreciation for the value of my own life. . . . . . . . . . . . 0 1 2 3 4 5 
I developed new interests. . . . . . . . . . . . . . . . . . . . . . . . . . 0 1 2 3 4 5 
A feeling of self-reliance. . . . . . . . . . . . . . . . . . . . . . . . . . . 0 1 2 3 4 5 
A better understanding of spiritual matters. . . . . . . . . . . . . 0 1 2 3 4 5 
Knowing that I can count on people in times of trouble. . . . 0 1 2 3 4 5 
I established a new path for my life. . . . . . . . . . . . . . . . . . . 0 1 2 3 4 5 
A sense of closeness with others. . . . . . . . . . . . . . . . . . . . 0 1 2 3 4 5 
A willingness to express my emotions. . . . . . . . . . . . . . . . 0 1 2 3 4 5 
Knowing I can handle difficulties. . . . . . . . . . . . . . . . . . . .  0 1 2 3 4 5 
I’m able to do better things with my life. . . . . . . . . . . . . . . 0 1 2 3 4 5 
Being able to accept the way things work out. . . . . . . . . . 0 1 2 3 4 5 
Appreciating each day. . . . . . . . . . . . . . . . . . . . . . . . . . . . 0 1 2 3 4 5 
New opportunities are available which wouldn’t have been 
otherwise. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
 
0 
 
1 
 
2 
 
3 
 
4 
 
5 
Having compassion for others. . . . . . . . . . . . . . . . . . . . . . 0 1 2 3 4 5 
Putting effort into my relationships. . . . . . . . . . . . . . . . . . . 0 1 2 3 4 5 
I’m more likely to try to change things which need changing.  0 1 2 3 4 5 
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For each of the following statements, please indicate the degree to which this change occurred in your 
life as a result of your experience with cancer.  
 
0 
I did NOT 
experience this 
change as a 
result of my 
experience with 
cancer. 
1 
I experienced 
this change to a 
VERY SMALL 
degree as a 
result of my 
experience with 
cancer.  
2 
I experienced 
this change to a 
SMALL degree 
as a result of my 
experience with 
cancer. 
3 
I experienced 
this change to a 
MODERATE 
degree as a 
result of my 
experience with 
cancer. 
4 
I experienced 
this change to a 
GREAT degree 
as a result of my 
experience with 
cancer. 
5 
I experienced 
this change to a 
VERY GREAT 
degree as a 
result of my 
experience with 
cancer. 
   
      
I have a stronger religious faith. . . . . . . . . . . . . . . . . . . . . . . 0 1 2 3 4 5 
I discovered that I’m stronger than I thought I was. . . . . . . . 0 1 2 3 4 5 
I learned a great deal about how wonderful people are. . . .  0 1 2 3 4 5 
I accept needing others. . . . . . . . . . . . . . . . . . . . . . . . . . . . . 0 1 2 3 4 5 
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APPENDIX F 
 
Cope Inventory (Modified)  
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These items deal with ways you've been coping with the stress in your life related to your experience with 
cancer.  Each item asks what you’ve been doing to cope.  Don't answer on the basis of whether a particular 
way of coping seems to be working or not—just whether or not you're doing it.  Make your answers as true 
FOR YOU as you can. 
 
For each statement, please circle the number that best describes how much or how frequently you 
have done what the item says, to deal with your experience with cancer. 
 
       
1  
I don't 
do this at 
all 
 
 
 
2 
I do this a 
little bit 
 
 
3  
I do this a 
medium 
amount 
 
4 
I do this        
a lot 
 
 
I try to grow as a person as a result of the experience. 1 2 3 4 
I take the time to figure out what I'm really feeling. 1 2 3 4 
I turn to work or other activities to take my mind off things. 1 2 3 4 
I take time to express my emotions. 1 2 3 4 
I say to myself "this isn't real." 1 2 3 4 
I delve into my feelings to get a thorough understanding of 
them. 1 2 3 4 
I give up trying to deal with it. 1 2 3 4 
I let my feelings come out freely. 1 2 3 4 
I refuse to believe that it has happened. 1 2 3 4 
I realize that my feelings are valid and important. 1 2 3 4 
I try to see it in a different light, to make it seem more positive. 1 2 3 4 
I allow myself to express my emotions.  1 2 3 4 
I give up the attempt to cope.  1 2 3 4 
I acknowledge my emotions. 1 2 3 4 
I look for something good in what is happening. 1 2 3 4 
I feel free to express my emotions. 1 2 3 4 
I do something to think about it less, such as going to movies, 
or watching TV, reading, daydreaming, sleeping, or shopping. 1 2 3 4 
I learn something from the experience. 1 2 3 4 
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APPENDIX G 
 
                                                 Demographic and Illness Questionnaire 
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In this last section, please answer these questions about your background.  All responses are 
confidential. 
 
 
1. What is your gender?  
  Female  
  Male 
 
2.  When were you born? 
 Month: __________    Year: _________  
 
3. What is your racial/ethnic background?  (Check all that apply) 
   African American (Black) 
   Caucasian (White) 
   Asian/Pacific Islander 
   Hispanic/Latino/Latina 
   American Indian 
   Other (specify) ___________________________ 
 
4. How much school did you complete?  (Check one only) 
   Elementary or middle school 
   Some high school 
  High school graduate or GED 
   Some college 
   College graduate 
   Some graduate school 
   Graduate/professional degree 
   Other: ___________________ 
 
5. What is your relationship status? 
  Married 
  Partnered or in a significant relationship  
  Separated 
  Divorced 
  Widowed 
  Single 
 
6. Are you currently employed? 
   Yes    If yes, do you work: 
 Full-time? 
 Part-time? 
  No 
  Retired  
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7.  Which of the following categories best describes your annual household income from all  sources before taxes? 
 
  Less than $20,000   $40,001-$60,000   $80,001-$100,000  
 $20,001-$40,000   $60,001-$80,000   Greater than $100,000 
 
8.  What are your current living arrangements?  (Check all that apply) 
 Live alone 
 Live with spouse/partner 
 Live with my children 
 Live with other family members 
 Live with non-family members  
 
9.  Do you currently have any pets living in your household?  (Please check all that apply)  
  No pets in household    Please skip question 10. 
   Dog      
   Cat 
   Bird 
   Fish 
   Other pets 
 
10.  (If you have a pet in your household):  Does having a pet help you to deal with your illness? 
 Not at all helpful 
 Slightly helpful 
 Fairly helpful 
 Very helpful  
 
11. What was the date of your cancer diagnosis? 
 
Month: __________    Year: _________ 
 
12. What type of cancer were you diagnosed with? (e.g., breast cancer, colon cancer) 
 
_________________________________________________ 
 
13. When you were diagnosed with cancer, what was the stage of your disease? 
 
 Stage I 
 Stage II 
 Stage III 
 Stage IV 
 Uncertain 
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14. What type of treatment have you received for your cancer? (Check all that apply) 
 
 Surgery 
 Chemotherapy 
 Radiation 
 Other (specify):  __________________________ 
 No treatment     Please skip question 15. 
 
15. (If you have received cancer treatment):  Have you finished treatment? 
 
 Yes 
 Date treatment was finished:  Month: __________    Year: _________ 
 No, my treatment is not finished. 
 Uncertain
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